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Abstract 
Imagined Versus Actual Violence: 
The Role of Cognitions in Predicting Violence Risk 
Ria J. Lee 
Kirk S. Heilbrun, Ph.D. 
 
 
 
 This research examined variables that may link fantasized violence and actual violent 
acts.  Specifically, the present study examined variables that may affect the proposed 
relationship between imagined and actual violence.  One aim was to identify factors that may 
distinguish between non-offending individuals who report violent thoughts and individuals 
reporting similar thoughts who have been found to commit violent acts.  The study looked at 
all types of violent behavior with a theoretical focus on sexually violent offending. 
 Based on a social-cognitive and motivational framework, the current research 
considered different aspects of aggressive cognitions as they relate to criminal behavior.  In 
particular, the focus was on the potential influence and relative importance of predictor 
variables such as psychopathy, substance abuse, and impulsivity.  The research was aimed at 
identifying factors that may distinguish between offenders committing violent criminal acts 
and nonoffenders.   
An additional goal was to determine which risk and protective factors may help in 
assessing violence risk and determining appropriate interventions aimed at reducing risk for 
criminal offending in the presence of self-reported violent thoughts.   
Data for this study were available as part of an extensive, publicly accessible 
database, which is the result of a large-scale research project, the MacArthur Violence Risk 
Assessment Study (Steadman et al., 1998; Monahan et al., 2001).  The MacArthur study 
involved 1,136 participants from three sites (Kansas City, KS, Worcester, MA, and 
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Pittsburgh, PA) who received inpatient psychiatric treatment and subsequently returned to the 
community.  In addition, data were available for 519 participants from the community.  A 
subsample of 336 participants who reported violent cognitions was used for the present 
study. 
A logistic regression analysis was run and results indicate total scores on the PCL:SV 
and gender were significant predictors of participants’ violent behavior in the presence of 
violent cognitions.  Furthermore, it was found that substance abuse was negatively associated 
with violent behavior in participants reporting violent thoughts.  Total scores on the Barratt 
Impulsiveness Scale, a diagnosis of Antisocial Personality Disorder, and membership in the 
patient or community sample were not found to be significant predictors.  Implications of 
these findings for treatment and other interventions are discussed. 
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1. Introduction 
 
Overview and Purpose 
 Violent and sexual offending are serious concerns in the United States.  Sexual 
offending in particular has received increasing attention in recent years, in part due to the fact 
that research suggests recidivism rates among sexual offenders tend to be high.  For instance, 
in a study conducted by Prentky, Lee, Knight, and Cerce (1997) recidivism rates were found 
to be 39% for rapists and 52% for child molesters.  Similarly, Hanson, Steffy, and Gauthier 
published the results of a long-term study of convicted child molesters, which found that 
42% of their sample were reconvicted for sexual or violent offenses (1993).  In addition, 
sexual offending has received attention because public perception of these crimes has, to 
some extent, been shaped by a number of highly publicized cases such as those of Megan 
Kanka and Jacob Wetterling (Comparet-Cassani, 2000).  Some of these cases have led to 
legislative changes on both federal and state level, including the creation of statutes 
pertaining to public notification and specialized confinement for sexual offenders (e.g., 
Megan’s Law and the Jacob Wetterling Act; Campbell, 2001).   
 A review of the literature shows that research has been conducted in a number of 
different areas relevant to violent offending behavior and sexual violence in particular.  
Furby, Weinrott, and Blackshaw (1989) conducted a meta-analysis to determine the 
effectiveness of sexual offender treatments in reducing recidivism rates.  The authors 
conclude that sexual offenders tend to be resistant to most known types of interventions, 
suggesting that treatment options for this population of offenders may be ineffective in 
reducing recidivism (Furby et al.).  However, Hall (1995) conducted a meta-analysis of 
treatment studies, concluding that certain types of interventions (e.g., comprehensive 
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approaches, including cognitive-behavioral treatments) showed some promise in reducing 
recidivism among sexual offenders.  Other research has focused on identifying clinical and 
individual-level variables, including psychopathology (e.g., Kafka & Prentky, 1994), deviant 
sexual arousal (e.g., Hall, Shondrick, & Hirschman, 1993), and aggression (e.g., Lisak & 
Roth, 1988).  Finally, some research has focused on criminal variables, offense categories 
(e.g., violent versus nonviolent sexual offenders; Fiqia, Lang, Plutchnik, & Holden, 1987), or 
specific offense type (e.g., comparing rapists with child molesters; Quinsey, Rice, & Harris, 
1995).   
 It appears, however, that relatively few studies of violent offenders have focused on 
cognitive variables such as violent thinking or cognitive appraisal of situational 
circumstances.  For instance, Monahan et al. state:  “[…] for purposes of estimating the 
likelihood of future violence, surprisingly little is known about the actual value of patients’ 
self-reports of their thoughts about harming others” (2001, p. 80).  Studies examining 
cognitive variables with respect to sexual offending tend to focus on power or control 
motivations, (e.g., Lisak & Roth, 1988), as well as hostile attitudes toward a gender (e.g.,  
“rape-supportive attitudes;” Hersh & Gray-Little, 1998; Malamuth, Sockloskie, Koss, & 
Tanaka, 1991).  However, a number of researchers have suggested that cognitive variables 
may play an important role in individuals’ sexual offending behaviors (e.g., Prentky & 
Knight, 1991).  Hence, one aim of this study was to examine potential associations between 
cognitive variables and offending behavior, with a particular look at sexual violence.  A 
better understanding of cognitive factors involved in this form of aggression may assist in 
identifying risk variables, as well as developing more effective prevention and intervention 
efforts. 
 
3 
The Need for Risk Assessment 
 Legal decision-making with respect to interventions for violent offenders (both 
incarceration and treatment) is frequently guided by considerations about future 
dangerousness and recidivism risk (Hanson & Thornton, 2000).  Hence, with respect to 
sexual offenders, when these individuals are perceived to present a high risk of reoffending, 
they may be subjected to specific restrictions beyond their term of incarceration (Hanson & 
Thornton).  Such restrictions frequently include commitments of indeterminate length to 
specialized treatment or rehabilitative facilities, as well as close monitoring upon return to 
the community (Hanson & Thornton, 2000; Hanson & Bussière, 1998).  The need for post-
incarceration restrictions is commonly determined based on whether a sexual offender may 
be characterized as a “sexual psychopath.”  In 1937, Michigan was the first state to pass 
legislation pertaining to “sexual psychopaths” (Melton, Petrila, Poythress, & Slobogin, 
1997).  Melton et al. note that the majority of U.S. states subsequently enacted legislation 
aimed at committing repeat “sexual offenders to treatment programs of indeterminate 
length,” (1997, p.260).  These statutes are generally referred to as “mentally disordered sex 
offender” or MDSO statutes (Reisner, Slobogin, & Rai, 1999).  In addition, a number of 
states have passed legislation providing for continued involuntary confinement of so-called 
“sexually violent predators,” subsequent to completing their term of incarceration 
(Appelbaum, 1997; Prentky, Knight, & Lee, 1997).  For instance, Melton et al. (1997) 
discuss Washington’s 1994 statutes, which define a sexually violent predator as “someone 
who has been convicted of or charged with a crime of sexual violence and who suffers from 
mental abnormality or personality disorder which makes the person likely to engage in 
predatory acts of sexual violence,” [Wash. Rev. Code § 71.09.020(1), quoted in Melton et al., 
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1997, p.261].  These statutes propose that such individuals “generally have antisocial 
personality features which are unamenable to existing mental illness treatment modalities,” 
thus justifying their indeterminate confinement in specialized treatment facilities [In re 
Young, 122 Wash. 2d 1, 857 P.2d 989, 992 (1993), quoted in Melton et al., 1997, p. 261].  
 With respect to federal legislation, guidelines were created in 1996 which define a 
sexually violent predator as a “person who has been convicted of a sexually violent offense 
and who suffers from a mental abnormality or personality disorder that makes the person 
likely to engage in predatory sexually violent offenses” (Institute of Law, Psychiatry & 
Public Policy at the University of Virginia, 2000, p.29).  Furthermore, although legislation 
regarding sexually violent predators has been written with respect to convicted offenders, it 
has implications for the civil commitment of previously incarcerated offenders as well.  For 
instance, the U.S. Supreme Court in 1997 upheld a decision based on Kansas’ Sexually 
Violent Predator Act, “which establishes procedures for the civil commitment of persons 
who, due to a ‘mental abnormality’ or a ‘personality disorder,’ are likely to engage in 
‘predatory acts of sexual violence’” (Kansas v. Hendricks, 1997, p.8).  The Kansas Act 
defined “mental abnormality” as “a congenital or acquired condition affecting the emotional 
or volitional capacity which predisposes the person to commit sexually violent offenses in a 
degree constituting such person a menace to the health and safety of others” (§ 59-29a02 (b); 
Kansas v. Hendricks, p.9).  By upholding the decision, the Supreme Court held that the 
commitment and continued confinement of Leroy Hendricks under the state’s Sexually 
Violent Predator Act did not violate substantive due process, double jeopardy, and ex post 
facto clauses.  For instance, the Court reasoned that the “(Kansas) Act does not establish 
criminal proceedings and that involuntary confinement pursuant to the Act is not punitive,” 
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hence, because the Act was “civil in nature, initiation of its commitment proceedings does 
not constitute a second prosecution” (Kansas v. Hendricks, p.20). 
 It appears that these federal and state statutes are, at least in part, a response to public 
demands for safety and increased control over individuals believed to be a danger to others 
(Comparet-Cassani, 2000).  According to Melton, Petrila, Poythress, and Slobogin (1997), 
these offender statutes reflect “not only public concern regarding safety but also doubt that 
treatment interventions result in reduced recidivism” (p. 261).  Furthermore, Comparet-
Cassani (2000) suggests that these statutes are in part based on statistical data indicating an 
increase in the number of sexually violent offenders, as well as social science research 
suggesting that recidivism rates of these offenders may be substantially underestimated. 
 However, despite widespread acceptance among states and apparent public support of 
legislation pertaining to indeterminate confinement, such legislative and social developments 
are not without controversy (Scholle, 2000).  For instance, a number of researchers question 
the legitimacy of these statutes on the basis that they typically pertain to sexual offenders but 
not to other violent or non-violent offenders (e.g., Melton, Petrila, Poythress, & Slobogin, 
1997; Wettstein, 1992).  Such research poses the question as to which factors would justify 
targeting sexual offenders for special, prolonged, and involuntary interventions.  Moreover, 
researchers have been concerned with identifying and assessing individuals who are 
perceived to be at risk for violent behavior, even in the absence of a known history of “overt 
violent acts” (Melton et al., 1997).  Individuals thought to be at risk frequently include 
patients hospitalized for various mental illnesses, whether they have a clear history of violent 
ideation or not (Link, 1998; Monahan et al., 2001).  These more recent developments in 
research, together with controversies such as those surrounding sexual offender statutes, have 
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contributed to a growing demand for tools to gauge the degree of risk among individuals 
perceived to present a potential threat of violence to others (Quinsey, Rice, & Harris, 1995).  
Furthermore, with respect to interventions, Hall (1995) suggests that, given the severity of 
potential consequences of even a single violent act, the demands on mental health 
interventions for violent offenders are typically to decrease reoffending behavior to zero.  
However, some research suggests that sexual offenders in particular may be less responsive 
to rehabilitative interventions than other criminal offenders (e.g., Hall & Hirschman, 1991).  
Moreover, other studies have found that certain types of sexual offenders appear to have 
higher recidivism rates than other offenders (Comparet-Cassani, 2000; Quinsey, Rice, & 
Harris, 1995).  Finally, Melton et al., (1997) point out that registration and notification laws 
reflect “not only public concern regarding safety but also doubt that treatment interventions 
result in reduced recidivism” (p. 261).  Hence, regardless of the reasonableness of such 
demands and expectations, risk assessment or prediction of dangerousness to others is likely 
to remain a focus when the expertise of mental health professionals is sought in the legal 
context. 
 With the enactment of statutes such as the Sexually Violent Predator Act, mental 
health professionals, administrators, and judges are confronted with making decisions 
regarding the risk of future offending among those committed to various treatment facilities.  
As in the case of hospitalized psychiatric patients with no known criminal history, mental 
health professionals are asked to estimate future violence risk of sexual offenders when 
considering their discharge from specialized sexual offender treatment facilities.  
Consequently, in an effort to develop relevant risk assessment measures, researchers have 
increasingly focused on identifying factors that may serve to distinguish individuals falling 
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within different risk categories for sexual, as well as other violent offenders.  Efforts have 
centered on determining both risk and protective factors, which can aid in determining 
appropriate legal and therapeutic interventions.  Many such efforts have focused on 
considerations of public safety.  In an attempt to identify means for estimating risk of violent 
offending, scientists have examined individual predictor variables (e.g., psychopathy; Hare, 
1991), as well as predictors combined into entire assessment measures (e.g., Violence Risk 
Appraisal Guide; Rice & Harris, 1997).  A review of the literature reveals that a variety of 
risk-relevant variables have been linked to offending in violent offenders.  These variables 
include, for instance, psychopathy and criminal history, and, for sexual offenders, deviant 
sexual preferences (such as underage/nonconsensual; Quinsey, Rice, & Harris, 1995).   
 However, the available literature also indicates that relatively little research appears 
to have focused on examining the potential effect of predictor variables on a hypothesized 
link between violent cognitions and violent behavior (Dean & Malamuth, 1997).  
Furthermore, Prentky et al. (1989) emphasize the importance of identifying those individuals 
who present a risk of violence toward others, suggesting that clinical assessments of violence 
risk have substantial practical relevance.  However, they also note that although violent 
fantasies are not uncommon, only a small proportion of individuals with such fantasies will 
act upon them (Prentky et al.).  Hence, according to the authors, “the presence of fantasy 
alone is a relatively poor harbinger of future conduct,” and further research needs to be 
conducted to determine factors that may be associated with “(translating) a fantasy into 
reality” (Prentky et al., p. 891). 
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Theoretical Background 
 Using the example of sexual violence, Prentky et al. (1989) examined theoretical 
foundations of extreme forms of violence such as sexual homicide.  The authors describe 
sexual homicides as infrequent and atypical occurrences, compared to more obviously 
motivated (e.g., premeditated) murders, which typically provide some “identifiable, external 
precipitators” (Prentky et al., p. 887).  Consequently, researchers have put much effort into 
attempts to conceptualize and develop theoretical explanations for behaviors involved in 
sexual homicides and other extreme forms of violence (Prentky et al.).  With respect to non-
homicidal violence however, the research literature provides a number of theoretical reviews 
of violent offending behavior.  For example, researchers have proposed theories of violent 
offending based on social learning theory (Prentky et al.), “stimulus and response control” 
models (Barbaree & Marshall, 1991), biosocial perspectives (Ellis, 1991), information 
processing theory (Eckhardt, Barbour, & Davison, 1998), and motivational models (Prentky 
et al., 1989; Burgess, Hartman, Ressler, et al., 1986).  Another model, social-cognitive 
theory, has been reviewed by researchers such as Grisso, Davis, Vesselinov, Appelbaum, and 
Monahan (2000) in their study of violent offending behavior.   
 The current study was conceptualized from a motivational perspective within the 
larger context of a social-cognitive model of violence.  The following section provides a brief 
overview of the relevant motivational and social-cognitive theories of aggression and a 
comparison of these theories with some of the other currently prevailing models of 
aggression. 
Social-Cognitive Theory.  The overall conceptual basis of this study lies within a social-
cognitive model of aggression.  In general, social-cognitive theory proposes that human 
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behavior is the result of three distinct but related factors: external stimuli, external 
reinforcement or behavior, and “cognitive mediational processes” (Wilson, 1995).  
Specifically, external or environmental stimuli affect behavior through their influence on 
cognitive processes, which in turn determine how external stimuli are perceived and 
interpreted.  Hence, human behavior is viewed as a function of the interplay between stimuli, 
cognitive processes, and behavior, all of which influence each other reciprocally.  Within this 
framework, individuals are believed to have the “capacity for self-directed behavior change” 
in that they are capable of appraising stimuli from multiple perspectives, thus effecting 
potential changes in behavioral responses (Wilson, p. 198).  With respect to 
psychopathology, social-cognitive theory assumes that a person’s cognitive appraisal of a 
given stimulus, as opposed to the stimulus itself, is primarily responsible for psychological 
disturbances (Wilson).  Hence, individuals are presumed to have the capacity to interpret 
their environment in multiple ways and from more than one perspective.   
 At the same time, however, the social-cognitive model recognizes that individuals 
may be inclined to appraise their environment from specific, more narrow viewpoints, 
depending on factors such as individual experiences and cognitive capacities.  In the context 
of a cognitive therapy model, for instance, Beck (1995) notes that individuals “organize their 
experience in a coherent way in order to function adaptively…(their) interactions with the 
world and other people lead to certain understandings … [and] their beliefs, which may vary 
in their accuracy and functionality” (p. 16).   
 Social-cognitive theory shares a number of similarities with social learning models.  
As part of his social learning theory, Bandura (1977) suggests that individual and external 
variables affect each other, as well as a person’s behavior.  He further suggests that the 
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development of cognitive skills allows individuals not only to process information but also to 
generate and evaluate different solutions to problems.  According to him, individuals choose 
options upon “weighing the effort required, the relative risks and benefits, and the subjective 
probabilities of gaining the desired outcomes” (Bandura, p. 173).  However, decisions based 
upon such information processing are not necessarily constructive or socially acceptable 
because they “may be based on inadequate assessment of information and misjudgment of 
anticipated consequences” (Bandura, p. 173). 
 Similarly, the social-cognitive model suggests that learning occurs “when people are 
aware of the rules and contingencies governing the consequences of their actions” (Wilson, 
1995, p. 206).  The learning process is partly dependent upon information provided by 
external reinforcers, as well as the incentives such reinforcement can provide.  Furthermore, 
with regard to the relationship between cognitions and behavior, Wilson suggests that 
individuals tend to derive motivation for certain behaviors through cognitive or symbolic 
representations of anticipated consequences (1995).  Moreover, cognitive appraisals, shaped 
by expectations and hypotheses, may exert greater influence on behavior than “objective 
reality” (Wilson).   
 Hence, cognitions not only affect behavioral responses but they may be subject to 
considerable distortions as a consequence of individual appraisal of external stimuli.  The 
nature of the appraisal, in turn, depends to a great extent upon individual learning 
experiences and the expectancies such experiences have come to produce.  Furthermore, 
some researchers suggest that systematic biases in information processing may form the basis 
for a variety of psychopathologies (e.g., Beck, 1995).  Specific attitudes and beliefs, 
generated through individualized learning experiences, are likely to promote biased appraisal 
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of the environment, which, in turn, reinforces already biased attitudes and perception (Beck).  
Cognitive distortions have been found to play an important role in the etiology of many 
major mental disorders, such as depression and anxiety (Beck).  Moreover, research has 
provided evidence suggesting that cognitive distortions may be similarly involved in 
aggressive and violent behavior (Eckhardt, Barbour, & Davison, 1998; Hall & Hirschman, 
1991).  From a social-cognitive perspective, aggressive individuals are assumed to have 
internalized negative appraisals of their environment, which increases their potential for 
aggressive responding.  Such aggression, in turn, is presumed to increase in frequency and 
likelihood because it has, over time, undergone extensive cognitive rehearsal (Prentky et al., 
1989).   
 Likewise, some researchers hypothesize that social-cognitive factors are involved in 
violent offending behavior.  Prentky and Knight, for instance, suggest that rape-supportive, 
irrational, or “offense-justifying” attitudes have been associated with an increased risk for 
sexually violent behavior (1991).  Further, some researchers have suggested that social 
learning processes may play a role in the etiology of violence as well as the connection 
between deviant fantasies and sexual arousal in sex offenders (e.g., Boeringer, Shehan, & 
Akers, 1991; Lanier, Elliott, Martin, & Kapadia, 1998; Prentky et al., 1989).  For instance, 
Boeringer et al. suggest that interactions within an individual’s primary social environment 
generate learning of aggressive behaviors by means of modeling and reinforcements (1991).  
This view is supported by other researchers who suggest that repeated observation will 
enhance learning, while limited behavioral models (such as parents or peers) will 
simultaneously narrow the range of behaviors observed and subsequently learned (e.g., 
Geberth & Turco, 1997; Bandura, 1977).  Boeringer et al. (1991) discuss factors believed to 
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be involved in initiating and continuing aggressive behavior among a sample of college 
students.  However, social learning of aggression is likely to begin prior to adulthood 
(Boeringer et al.).  Prentky et al. (1989), for example, suggest that social learning is 
implicated in the association between certain childhood variables and later aggression.  
According to the authors, relevant childhood factors include unrestrained parental modeling 
of deviant behavior, combining repeated associations between modeled deviant behavior 
with strong positive emotional responses, and reinforcement of children’s deviant responses 
(Prentky et al.).   
 In this context, a comprehensive model of aggression and of sexual aggression in 
particular was proposed by Hall and Hirschman (1991).  The authors propose that four 
factors are relevant in motivating sexual aggression: a) physiological sexual arousal, b) 
cognitive appraisal of arousal, c) affective ‘dyscontrol’, and d) pathology related to 
development or personality (pp. 664).  Sociobiological models frequently suggest an 
evolutionary basis for physiological sexual arousal in aggressive or offending behavior (e.g., 
Hall & Hirschman, 1991).  Consistent with other cognitive models of aggression, cognitive 
appraisal can produce distorted beliefs, such as beliefs in rape myths (e.g., that women 
actually enjoy being raped).  With respect to affect, Hall and Hirschman’s model proposes 
that specific variables act as mediators in decreasing inhibitions against sexual aggression, in 
response to emotions such as anger and hostility.  Finally, developmental and socialization 
experiences, such as inappropriate punishment and neglect, are believed to be involved in the 
etiology of some personality disorders (e.g., antisocial personality disorder) that may increase 
the likelihood of aggressive behaviors (Hall & Hirschman). 
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 Support for a more comprehensive model involving several factors that contribute to 
aggression is provided by Prentky et al. (1989).  In particular, with respect to sexual 
fantasies, Prentky et al. suggest that the influence of deviant fantasies on behavior will 
increase commensurate with their cognitive rehearsal (Prentky et al.).  This effect, in turn, is 
assumed to strengthen the association between relevant thought content and sexual arousal.  
However, Prentky et al. further note that, because sexually deviant fantasies are not 
uncommon in non-criminal individuals, their mere presence must not by itself determine 
whether such fantasies are translated into criminal behaviors.  Hence, according to Prentky et 
al., one focus of research on deviant sexual fantasy should be the examination of 
“disinhibitory factors that encourage the translation of symbolic…(e.g., the paraphilias) or 
cognitive activity (e.g., fantasies) into reality,” (p. 890). 
   While little research on sexual offenders appears to have been conducted with respect 
to violent cognitions, some researchers (Grisso, Davis, Vesselinov, Appelbaum, & Monahan, 
2000) report data from a study of cognitions in violent individuals.  The authors considered 
various relationships between violent thoughts in patients hospitalized for mental disorders 
and actual committing of violent acts following discharge into the community.  For instance, 
they hypothesized that because self-report of violent thoughts tends to lead to hospitalization, 
the prevalence of violent cognitions would be greater among hospitalized patients than 
among individuals in the community.  They further proposed that self-report of imagined 
violence among patients would increase the risk of violent behavior upon hospital discharge, 
compared to patients who do not report such thoughts.  The authors hypothesized such 
increased violence risk based on the effects of rehearsing cognitive scripts on behavior in 
social interactions.  Specifically, Grisso et al. (2000) suggest that rehearsal of imagined 
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violent acts produces cognitive changes in individuals.  This process, according to the 
authors, tends to reinforce cognitive scripts, which are later utilized in the appraisal of 
external stimuli.  Consequently, this process leads to an increased probability of reactivation 
of violent cognitive schemas (Grisso et al.).  With specific regard to sexual offenders, some 
researchers have suggested that fantasies may acquire increasing strength, relative to 
increased cognitive rehearsal (e.g., Prentky et al., 1989).  Support for this view was provided 
by MacCulloch, Snowden, Wood, and Mills (1983), who reported identifying a pattern of 
sadistic fantasies, initially rehearsed in cognitive images only but later played out in actual 
sexual assaults. 
 Grisso, Davis, Vesselinov, Appelbaum, and Monahan’s (2000) work is based on the 
results of a comprehensive research project, the MacArthur Violence Risk Assessment Study 
(Steadman et al., 1998; Monahan et al., 2001, hereinafter referred to as the “MacArthur 
study” and described in detail subsequently).  The MacArthur sample was comprised of four 
groups:  three samples of hospitalized psychiatric patients (from Kansas City, KS, Worcester, 
MA, and Pittsburgh, PA, respectively), and a comparison group of non-patient individuals 
from the community of Pittsburgh.  All participants were followed for a period of 50 weeks, 
during which they were assessed with a number of measures at 10-week intervals.  In 
addition, participants hospitalized for a mental illness were assessed at the beginning of their 
hospital stay and at regular follow-ups upon discharge into the community (Grisso, Davis, 
Vesselinov, Appelbaum, & Monahan).  Results of Grisso et al.’s study suggest important 
differences in prevalence rates of violent cognitions, with hospitalized patients reporting such 
thoughts at significantly higher rates than non-hospitalized participants.  Interestingly, 
although Grisso et al. found an association between self-reported violent thoughts and actual 
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violent behavior among non-Caucasian psychiatric patients, no such relationship could be 
demonstrated for Caucasian patients.  Furthermore, self-reported thoughts of violence 
appeared to be more prevalent among patients presenting with more severe psychiatric 
symptoms.  However, among psychiatric patients diagnosed with major mental disorders, 
self-reports of violent thoughts were found to be only weakly associated with actual violent 
behavior (Grisso et al.).  Continuing in the direction of Grisso et al.’s research, the present 
study examined the effects of a number of predictor variables on the relationship between 
violent cognitions and actual violence.  Although Grisso et al. considered the potential effects 
of impulsivity and psychopathy, two variables included in the present study, on violence 
rates, they did not examine this effect for the nonpatient community sample.  The present 
study focused on comparing participants from both the patient and community samples in the 
MacArthur database, with a primary aim at examining the potential effect of specific 
predictor variables. 
Motivational Theory.  Researchers have suggested a number of different motivational models 
of violent behavior.  With respect to sexual aggression for instance, sexual desires or ‘drives’ 
have been proposed as motivating factors in sexual violence (Ellis, 1991; Barbaree & 
Marshall, 1991).  Similarly, researchers have provided evidence suggesting that inherent 
drives involving a need for control and dominance play an important role in motivating 
aggression (e.g., Lisak & Roth, 1988; Malamuth, Sockloskie, Koss, & Tanaka, 1991).  
Another motivational theory with a particular focus on sexual violence is rooted in a feminist 
perspective (Ellis, 1991; Smith & Bennett, 1985).  According to this perspective, sexually 
violent behavior is viewed as a “pseudosexual act,” believed to be motivated by a desire for 
male dominance (Ellis, 1991).  In discussing a social learning perspective of sexual violence, 
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Ellis further suggests that “sexist attitudes” and imitation of sexual violence modeled by 
mass media serve as motivations for sexually aggressive behavior (1991).  Barbaree and 
Marshall’s (1991) perspective places less weight on general aggression toward women as a 
motivating factor.  However, their model is congruent with Ellis’ (1991) theory in suggesting 
that clinical and social-psychological models provide an explanation of the underlying 
psychopathology in violent behavior.  Finally, several authors have identified factors 
proposed to function as motivational “precursors” to violent behavior.  For instance, Hall and 
Hirschman (1991) identify physiological arousal, cognitions justifying violent behavior, as 
well as affective and psychopathological components as motivational factors.  Similarly, 
Lisak and Roth (1988) note that research has consistently linked power and control, anger, 
sexual frustration, and disinhibition as motivational variables to sexually aggressive 
behavior.  Hall and Hirschman suggest that these factors may be useful in distinguishing 
subtypes of aggression, depending on their relative proportion to each other (1991). 
 Of particular relevance to the current study is research examining the potential 
motivational function of violent fantasies.  Within the overall social-cognitive model of 
aggression and violence, some research has reviewed the motivating potential of violent 
fantasies with respect to actual violent behavior.  For instance, Wilson (1995) suggests that 
cognitive representations of anticipated consequences of one’s behavior motivate actual 
behavior.  The author points out that the nature of a person’s cognitions may have a greater 
effect on his or her behavior than more objectively observable factors present in his or her 
social environment (Wilson).  With regard to sexual violence, some authors similarly suggest 
that stimulation and enhancement of sexual arousal is likely implicated in motivating sexual 
fantasies (e.g., Leitenberg & Henning, 1995).  In providing evidence suggesting a positive 
 
17 
relationship between frequency of sexual fantasies and sexual activity, the motivational view 
is contrasted with models suggesting that sexual fantasies serve a compensatory function in 
individuals deprived of appropriate sexual activity (Leitenberg & Henning, 1995).  
Furthermore, MacCulloch, Snowden, Wood, and Mills (1983) provide data from a study of 
violent offenders, indicating their violent behaviors were motivated by internal factors.  
Specifically, the authors report evidence suggesting the offenders engaged in cognitive 
rehearsal of violent fantasies, leading to a progression from fantasies to behavioral “mock 
trials” to actual violent assaults (MacCulloch et al.).   
 With specific focus on sadistic fantasies in sexual aggression, MacCulloch, Snowden, 
Wood, and Mills (1983) suggest that definitions of sadism are commonly flawed, as they 
tend to equate sexual pleasure with the achievement of orgasm through infliction of pain on 
others.  According to MacCulloch et al., “(b)y far the greatest amount of sexual pleasure…is 
derived during the period of sexual arousal prior to orgasm” (MacCulloch et al., p. 20).  This 
point is crucial for a conceptualization of sexually violent thoughts and behavior from a 
motivational perspective.  If it is true that for violent sexual offenders, most or at least 
substantial pleasure is derived independent of achieving orgasm by inflicting pain on a 
victim, then violent cognitions may serve as a powerful motivator even in the absence of 
violent behavior.  Leitenberg and Henning (1995) note that cognitive images can “either 
enhance or inhibit sexual responsivity to any form of sensory stimulation, and, in the absence 
of any physical stimulation, sexual fantasy alone is arousing” (Leitenberg & Henning, p. 
469).  Similarly, Maxmen and Ward (1995) point out that although sadistic behavior may be 
involved in violent sexual crime, only a small proportion of such offenders meet criteria for 
sexual sadism.  Hence, it remains to be determined which factors affect individuals in such a 
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way that they advance from achieving pleasure through violent fantasy to actually engaging 
in violent behavior in order to gain or maintain pleasurable effects. 
Cognitions, Imagined Violence, and Fantasy.  With respect to aggression, models 
emphasizing cognitions tend to propose that violent behavior may be the result of a sequence 
of cognitions.  Specifically, this sequence is believed to involve the experience of affect, 
followed by fantasies, which in turn lead to the generation of conscious behavioral planning, 
and eventually to actual behavioral responses (Hall & Hirschman, 1991).  However, the 
particular sequence of these cognitions is likely to vary for different individuals, which may 
explain some of the heterogeneity among offenders (e.g., using sexual aggression as an 
example, offenders range from rapists to child molesters to non-contact offenders; Hall & 
Hirschman, 1991; Prentky & Knight, 1991). 
 Leitenberg and Henning (1995) provide a comprehensive review of the literature 
pertaining to sexual fantasies.  In this review, the authors define “fantasy” or “daydream” as 
“an act of the imagination, a thought that is not simply an orienting response to external 
stimuli or immediately directed at solving a problem or working on a task” (Leitenberg & 
Henning, p. 470).  With respect to sexual fantasies in particular, researchers have defined 
such thinking as “cognitive activity that focuses on thoughts and images involving sexual 
content” (Prentky & Knight, 1991, p. 650).  Similarly, Leitenberg and Henning define sexual 
fantasy as “almost any mental imagery that is sexually arousing…to the individual… (t)he 
essential element of a deliberate sexual fantasy is the ability to control in imagination exactly 
what takes place” (1995, p. 470).  Some researchers have offered definitions with particular 
respect to aggressive fantasies involving criminal behavior.  Prentky et al. for instance, 
suggest that such cognitions usually center on violent crimes, including rape, and commonly 
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involve “intentional infliction of harm in a sadistic or […] violent way” (1989, p. 889).  In 
providing an operational definition for their study, the authors further note that criminal 
behavior was viewed as “planned when there was material evidence of a pre-existing strategy 
to carry out this crime, as reflected by the presence of crime-specific paraphernalia and/or 
weapons…(any) evidence that the crime had been rehearsed before its execution (e.g., 
targeting a specific location) would also be considered planning” (Prentky et al., p. 889). 
  In their 1995 review, Leitenberg and Henning provide a discussion of factors 
associated with different aspects of fantasies, such as content, frequency, changes across the 
lifespan, and differences across genders.  The authors review the literature with respect to 
“deviant” sexual fantasies, including their potential role in actual sexual offending (1995).  
Leitenberg and Henning suggest that fantasies involving power, control, and force are 
common among both genders (1995).  According to the authors, similarities in fantasy 
content among the genders are to be expected, as they are likely reflections of common social 
and cultural environments (1995).  However, Leitenberg and Henning further suggest that, 
based on sociobiological (implicating evolutionary biological variables in sexual aggression; 
Hall & Hirschman, 1991) and socialization theories (implicating positive versus negative 
early experiences, such as inappropriate punishment or abuse; Hall & Hirschman, 1991), 
some gender differences in the content of sexual fantasies should be expected (Leitenberg & 
Henning).  For instance, the researchers note that fantasies of overpowering a partner are 
more common among men, while fantasies of submission were found to be more common 
among females (Leitenberg & Henning).   
 However, in referencing a study conducted by Kanin (1982), Leitenberg and Henning 
point to an important characteristic of female “submission fantasies:”  Women reporting 
 
20 
sexually arousing fantasies of submission “are very clear that they have no wish to be raped 
in reality” (1995, p. 481).  In general, female submission fantasies have little in common with 
actual rape because the submissive person remains in complete control, does not experience 
any pain, and does not fear for her life (Leitenberg & Henning).  Nevertheless, the authors 
suggest that women’s reports of submissive sexual fantasies “unfortunately (feed) into the 
myths that women want to be raped and enjoy being raped” (p. 481). 
 Some research studies have been based on the assumption that fantasies play an 
important role in aggression (e.g., Geberth & Turco, 1997; Prentky & Knight, 1991).  In an 
attempt to examine this relationship with respect to sexual offenders, a number of studies 
have utilized penile plethysmography to assess sexual arousal to stimuli assumed to appeal to 
different sexual preferences (Prentky & Knight, 1991).  This area of research has provided 
some evidence suggesting that deviant cognitions increase the risk of deviant behavior 
(Prentky et al., 1989; Prentky & Knight, 1991).  However, most of this research was 
conducted in the 1970s and early 1980s.  Moreover, some authors point out that despite the 
fact that much research effort has been put forth toward examining aggressive cognitions and 
behavior, this area of research has “generated more questions than it has provided answers” 
(Prentky & Knight, 1991, p. 651).  For instance, a number of studies indicate that with regard 
to the once common belief that rapists are more likely to be aroused by nonconsensual sexual 
cognitions, research using plethysmography has provided evidence to the contrary (e.g., 
Leitenberg & Henning, 1995; Prentky & Knight, 1991).  Similarly, some nonoffenders have 
been found to show arousal to violent stimuli similar to their arousal to consenting stimuli 
(Hall & Hirschman, 1991; Prentky & Knight, 1991).  Moreover, researchers question 
whether motivation and eliciting of aggressive sexual behaviors necessarily requires high 
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levels of physiological sexual arousal (Hall & Hirschman, 1991).  Hence, some authors have 
concluded that the presence of violent cognitions or fantasies is unlikely “to be necessary or 
sufficient for […] aggression” (Prentky & Knight, 1991, p. 651).  
 More recent research was reported by Plaud and Bigwood (1997), who utilized self-
report and penile plethysmography to examine sexual arousal to stimuli involving rape 
myths.  The authors discuss earlier research suggesting that cognitive factors, including 
aggressive sexual fantasies and attitudes indicating acceptance of rape myths are associated 
with self-reported likelihood of engaging in sexually violent behaviors (Plaud & Bigwood).  
For purposes of their 1997 study, Plaud and Bigwood hypothesized that both self-report and 
physiological sexual arousal are related to violent sexual cognitions and an individual’s 
relative need to meet social desirability standards.  Although the authors found evidence in 
support of a relationship between certain cognitive factors (e.g., aggressive sexual fantasies; 
need for social desirability) and physiological arousal, the results of this study did not 
support such an association between rape-supportive attitudes and physiological arousal 
(Plaud & Bigwood).  Moreover, the authors found that the relationship between social 
desirability needs and arousal could not be demonstrated using self-report data (Plaud & 
Bigwood).  As a result, Plaud and Bigwood conclude that compared to self-report, 
physiological measures may be more sensitive in assessing the effect of social desirability 
upon male sexual arousal to coercive sexual stimuli (1997).  The researchers suggest that 
further research is needed, examining “the complex relationship between physiological and 
subjective arousal to sexual stimuli and related factors such as social desirability, rape 
supportive attitude, and sexual fantasy” (Plaud & Bigwood, p. 941). 
 
22 
 In a related area of research, some studies have focused on examining potential 
relationships between intelligence and fantasies.  For example, Prentky et al. (1989) note that 
intelligence does not appear to affect either the quality or content of sexual cognitions.  
However, according to these authors, intelligence “does influence how well the fantasy is 
translated into behavior…and how successfully offenders elude apprehension” (Prentky et 
al., p. 888).  Prentky et al.’s research was based on a cognitive model involving information 
processing.  Specifically, the authors suggest that cognitions are seen as “derivations of 
incoming stimuli that have been processed and organized” (Prentky et al., p. 889).  Within 
this theoretical framework, Prentky et al. examined the effect of various paraphilias (e.g., 
indecent exposure, fetishism) upon the process of “translating” violent cognitions into actual 
criminal behavior.  The authors compared official records and treatment files of serial and 
single homicidal offenders.  Results of this study indicate that, compared to single offenders, 
serial murderers were significantly more likely to experience “obtrusive violent fantasies” 
(23% vs. 86%, respectively) and to show evidence of paraphilias (Prentky et al.).  Prentky et 
al. conclude that the differences between serial and single sexual murderers suggest a 
potential “functional relationship between fantasy and repetitive assaultive behavior…once 
the restraints inhibiting the acting out of the fantasy are no longer present, the individual is 
likely to engage in a series of progressively more accurate “trial runs” in an attempt to enact 
the fantasy… (s)ince the trial runs can never precisely match the fantasy, the need to restage 
the fantasy with a new victim is established” (p. 890).  Despite providing evidence of 
significant differences between subtypes of violent offenders, Prentky et al. conclude that 
more research is needed to identify factors affecting whether violent fantasies are converted 
into actual behavior. 
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 One aim of Prentky et al.’s (1989) study was to examine the level of planning 
involved in the crimes of different types of offenders.  The authors hypothesized that serial 
offenders would demonstrate more planning, and that cognitive rehearsal (including the use 
of fantasies) could be viewed as evidence of planning.  Although the results of Prentky et 
al.’s study showed no significant differences in level of planning between the two groups of 
offenders, the authors attribute these results to methodological difficulties (e.g., lack of clear 
working definition of offense-planning; 1989).  More recently, Deu and Edelmann (1997) 
conducted a study investigating the significance of criminal fantasies in criminal offending.  
Specifically, the authors aimed to compare predatory (i.e., planned or premeditated) and 
opportunistic (i.e., seemingly unplanned) sexual offenders with two comparison groups, 
consisting of violent nonsexual offenders and non-offenders.  They found that sexual 
fantasies among predatory offenders showed more evidence of planning than those of 
opportunistic offenders (Deu & Edelmann).  Moreover, the study indicated that planning was 
significantly related to reoffending potential.  Further, Deu and Edelmann reported an 
association between impulsivity (defined as “awareness and acceptance of sexual and 
aggressive “impulses,” rather than motor disinhibition”) and likelihood of reoffending, as 
well as the presence of sexual descriptions in participants’ responses to stimuli.  Overall, 
these results suggest that violent sexual fantasies may indeed play an important role in the 
planning and organization of sexual offending behavior.  However, the sample in Deu and 
Edelmann’s (1997) study was relatively small (N=48), and the authors fail to provide any 
empirical evidence in support of the assessment measure used in this study (i.e., the 
“Criminal Fantasy Technique;” referencing Schlesinger & Kutash, 1981 and involving a 
projective measure utilizing stimulus cards to elicit verbal responses from participants) to 
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assess the nature and relevance of sexual cognitions.  Nevertheless, the findings reported by 
these authors are consistent with other research, suggesting that while there appears to be 
some evidence linking violent cognitions to violent offending behavior, more research is 
needed to examine the nature of this relationship. 
Predictor Variables.  Several studies have examined the association between violent thoughts 
and a number of cognitive, emotional, and behavioral variables, such as antisocial behavior, 
impulsiveness, and psychopathy.  The aim of these studies is typically to gain a better 
understanding of the significance of the relationship between violent thoughts and actual 
committing of violence (Deu & Edelmann, 1997; Skeem & Mulvey, 2001).  Some 
researchers describe the specific function of these cognitive, behavioral and affective 
variables as influencing the relationship between cognitions and actual violent behavior.  
With respect to the present research, some studies suggest that specific variables may be 
implicated in the process by which cognitions, such as violent fantasies, are transformed into 
behavioral manifestations of aggression (e.g., Dean & Malamuth, 1997; Malamuth, 
Sockloskie, Koss, & Tanaka, 1991).  Hence, for purposes of this study, it was hypothesized 
that a number of predictor variables are implicated in the relation between violent cognitions 
(selection variable) and violent behavior (outcome variable).  These predictors are discussed 
below.  
 Empathy, Cognitive Distortions, and Interpersonal Attitudes.  A number of 
researchers have examined the significance of empathy, cognitive distortions, and related 
interpersonal factors in offender populations (e.g., Fernandez, Marshall, Lightbody, & 
O’Sullivan, 1999; Marshall, Hudson, Jones, & Fernandez, 1995).  Marshall (1999) notes that 
cognitive distortions among offenders “describe the self-serving way in which the offender 
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construes the behavior and feelings of the victim” (p. 227).  According to Marshall, 
cognitions may be distorted in such a manner that, for instance, sexual offenders believe the 
victim either has an interest in being sexually involved with them and therefore may be at 
fault, or derives pleasure from the abuse. 
 Similarly, research has examined the meaning and importance of various aspects of 
empathy among violent offenders.  Dean and Malamuth (1997), for instance, studied the 
potential moderating effect of specific personality characteristics (i.e., “dominance” vs. 
“nurturance”) with respect to violence risk.  The authors provide evidence in support of their 
hypothesis that the relative proportion of level of self-centeredness vs. sensitivity to others’ 
needs in men moderates the relationship between risk factors and some forms of violence.  
For example, Dean and Malamuth report that individuals considered at high risk for 
aggression are more likely to commit actual violence if they score high on measures of self-
centeredness.  However, with respect to sexual violence, regardless of the level of 
interpersonal sensitivity, those at risk for aggressive behavior are likely to have fantasies of a 
sexually violent nature.  The authors further suggest that individuals scoring high on both 
measures of risk for sexual aggression and empathy may inhibit actual aggressive behavior.  
However, according to Dean and Malamuth, these individuals may be more inclined to 
express their aggression in alternative ways, such as imagining sexual violence, without any 
overt behavioral manifestations.  The authors further note that, while certain risk factors (e.g., 
hostility) were predictive of imagined violence, empathy was not found to have a moderating 
effect on this relationship (Dean & Malamuth).  They suggest that aggressive cognitions may 
be indicative of underlying risk factors, even in the apparent absence of any behavioral 
aggression.  In related research, Fernandez, Marshall, Lightbody, and O’Sullivan (1999) 
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hypothesize that sexual offenders have difficulty in accurately identifying emotions in others, 
and conclude that research studying the moderating function of empathy among sexual 
offenders has produced inconsistent results.   
 Much research has been conducted with respect to attitudes supportive of sexual 
violence (e.g., Plaud & Bigwood, 1997; Hersh & Gray-Little, 1998).  In their study 
examining negative attitudes toward females, as well as attitudes supportive of sexual 
coercion, Prentky and Knight found that the attitudes of violent sexual offenders with respect 
to women were not different from those among nonsexual offenders and nonoffenders 
(1991).  Research has also investigated the effects of females expressing disapproval 
regarding male sexual advances.  Plaud and Bigwood (1997) for instance, report that men 
will frequently not believe women who say “no” to sexual activities.  The authors 
hypothesize that male perceptions of women’s desire for sexual activities tend to be 
inaccurate, a perceptual error that may motivate actual sexual violence in some cases.  Also, 
some research shows that rape victims tend to become sexually aroused during the assault, 
which, in turn, may increase the likelihood for perpetrators to place blame on the victim 
(Plaud & Bigwood).  In general, the authors suggest that sexual aggression is associated with 
a lack of empathy toward victims, and that violent fantasies and attitudes are related to an 
increased probability of committing violence, as measured by self-report (Plaud & Bigwood).  
In related research, studies have examined the role of attitudes toward rape from a social 
learning perspective (e.g., Lanier, Elliott, Martin, & Kapadia, 1998).  It appears that 
interventions based on components of social learning models (e.g., expectancies, modeling, 
reinforcement) may be effective in altering attitudes supportive of violence (Lanier et al.).  
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However, as Lanier et al. point out, there continues to be a need for research examining the 
long-term effect of such interventions. 
 Psychopathy.  Psychopathy has been described as a form of personality disorder that 
involves “affective, interpersonal, and behavioral characteristics such as a profound lack of 
remorse or guilt and a callous disregard for the feelings, rights, and welfare of others” 
(Brown & Forth, 1997, p. 848).  A large number of studies have examined the utility of the 
Psychopathy Checklist–Revised (PCL-R; Hare, 1991) in assessing psychopathy among 
incarcerated, and, more recently, among nonincarcerated populations (e.g., Skeem & 
Mulvey, 2001; Grisso, Davis, Vesselinov, Appelbaum, & Monahan, 2000; Hare, Forth, & 
Strachan, 1992).  These studies generally support the reliability and validity of the PCL-R in 
identifying individuals who present an increased risk of violent sexual recidivism (e.g., 
Quinsey, Rice, & Harris, 1995).  
 Hersh and Gray-Little (1998) report results from a study in which the authors 
examined possible associations between psychopathy, attitudes supporting rape, and other 
forms of aggression as measured by self-report.  They report a positive association between 
participants’ attaining higher scores on the PCL-R and self-reports of more severe aggressive 
behavior.  On the other hand, according to the authors, the results of this study did not 
support the hypothesis that attitudes and psychopathic personality traits serve distinct 
functions with respect to the particular example of sexual aggression (Hersh & Gray-Little).  
Hence, there appears to be a continued need for research examining the role of psychopathic 
traits in the relationship between various types of violent thoughts and violent behavior.   
 Impulsivity, Antisocial Behavior, and Sexual Deviance.  Some research indicates that 
a substantial proportion of adults have aggressive or violent sexual fantasies (Leitenberg & 
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Henning, 1995).  Although the majority of these individuals never act upon those fantasies, a 
minority of those who experience aggressive sexual fantasies do commit violent acts.  
Impulsivity is one of a number of personality or individual factors examined in the current 
study as a variable that may help differentiate between individuals who will or will not 
attempt to reenact their violent fantasies in real-life.  The role of impulsivity in criminal 
offending behavior has been the focus of extensive research (e.g., Prentky & Knight, 1991; 
Lisak & Roth. 1988; Deu & Edelmann, 1997).  Prentky et al. (1989) examined the potential 
functional relationship between imagined violence and some forms of violent behavior.  
They found a negative relationship between the presence of inhibiting factors and progressive 
attempts at behavioral enactments of imagined violence.  Although Prentky et al. suggest that 
relevant inhibiting factors may involve the capacity for self-restraint as well as empathy, the 
authors note that more research is needed to determine the specific nature of these variables, 
and the process by which inhibiting factors are determined. 
 Barbaree & Marshall (1991) have discussed common methodological difficulties in 
studies of certain types of violent offenders.  For instance, the authors note that “studying 
arousal in rape directly as it occurs in the natural environment is obviously out of the 
question, and most of what we know of sexual arousal in rape comes from interviews with 
rapists and their victims” (p. 622).  However, as Barbaree & Marshall point out, “(r)apists are 
generally regarded as poor sources of information because they tend to lie or distort 
information regarding the offense” (p. 622; quoting Scully & Marolla, 1984).  However, 
research has provided evidence that self-reports of aggressive behavior are not necessarily 
unreliable.  For instance, Eckhardt, Barbour, and Davison (1998), suggest that self-reports of 
marital violence among male perpetrators are comparable to their spouses’ reports (p. 261).  
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Similarly, Hersh and Gray-Little (1998) refer to research conducted by Weinrott and Saylor 
in 1991, providing evidence that self-reports of incarcerated sex offenders with respect to 
their offense histories were congruent with collateral information.  Hence, self-reports of 
violent behavior appear to be an appropriate outcome measure, particularly when 
corroborated by collateral information.  Data collected on violent incidents as part of the 
MacArthur study were obtained from both patient and community participants, as well as the 
collateral informants interviewed for every participant in the entire sample.  In addition, 
official records, including arrest reports and rehospitalization records were obtained to 
supplement and corroborate reports of violent behavior (Monahan et al., 2001). 
 Another consideration is the potential for defensiveness in sexual and other violent 
offenders who have not been detected by the authorities.  Weinrott and Saylor (1991) report 
research examining self-reports of sexual offenders.  They discuss previous research done 
using different methods to examine the validity of offender self-reports.  Some of the 
methods discussed by Weinrott and Saylor include checking official records to investigate 
“whether documented arrests and convictions are self-reported,” and using “lie scales or 
internal consistency within self-reports” (p. 287).  Another method involves what the authors 
refer to as “the known group method,” in which “self-reports of two or more groups that can 
be expected to differ in criminal activity” are analyzed (p. 287).  According to Weinrott and 
Saylor, the studies suggest over- or underreporting among offenders was not a significant 
problem (1991).  However, results from the authors’ own study indicate that participants 
“disclosed an enormous amount of undetected sexual aggression,” (p. 286).  Similarly, Lisak 
and Miller (2002) report that the majority of participants in their study reported having 
committed a significantly higher number of incidents of sexual violence than was reflected in 
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official records.  Hence, it appears likely that participants in the present study may also have 
over-or underreported offenses for which no official records existed.  However, although 
self-reports may not be completely accurate, reporting biases should be comparable for 
participants from both the patient and the community sample.  Hence, the overall rates of 
over- or underreporting should not affect the results of the current analyses with respect to 
comparability of the two samples. 
 Gender.  Gender is a variable with particular relevance to sexually violent thoughts 
and behavior.  A review of the literature suggests that the majority of studies examining 
sexual and other violent behavior have focused on males.  Hence, studies investigating the 
nature of female arousal patterns and deviant sexual fantasies appear to be scarce.  
Nevertheless, some research conducted with male participants may provide important 
information with respect to female populations as well.  For instance, research on self-
reported sexually violent behaviors has provided evidence that males, as opposed to females, 
are more inclined to deny the impact of violent sexual assaults, including date rape (Plaud & 
Bigwood, 1997).  Similarly, men tend to assign more blame to the victims of sexual violence 
(Plaud & Bigwood).  Furthermore, research has shown that attitudes supporting sexual 
aggression and male dominance have predictive utility for aggression against female but not 
male targets (Malamuth, 1988).  Some authors also report that a considerable proportion of 
men would fail to respect the wishes of a date who refused to engage in sexual activities, to 
the point of using coercive behaviors (e.g., Leitenberg & Henning, 1995; Plaud & Bigwood, 
1997).  Finally, Plaud and Bigwood cite research suggesting that women tend to expect 
significant negative consequences as a result of “receiving unwanted gentle or forceful 
genital touch from a male acquaintance…(however), men expected almost no negative 
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effects from either a gentle or forceful unwanted genital touch from an imaginary female 
acquaintance,” indicating that “sensations of sexual arousal (influenced) their responses,” 
(1997, p. 940; citing Struckman-Johnson & Struckman-Johnson, 1993).  These research 
findings suggest important gender differences with respect to cognitions involved in the 
perpetration of sexually aggressive behavior and to cognitive appraisals in situations 
involving sexual coercion. 
 Substance Abuse.  Researchers have also investigated the effects of substance abuse 
among violent offenders and a number of studies suggest a high prevalence of drug and 
alcohol use in the offending population.  For instance, Kafka and Prentky (1997) report that 
approximately 47 percent of participants in one of their studies investigating paraphilias 
presented with a history of psychoactive substance abuse.  Similarly, Steadman et al. (1998) 
report findings from the MacArthur Study, suggesting that substance abuse was associated 
with a significant increase in violent behavior among both patient and non-patient 
community participants.  With respect to sexual aggression, Barbaree and Marshall (1991) 
suggest that alcohol intoxication may have a disinhibiting effect on sexual arousal in 
response to violent sexual stimuli (i.e., rape cues).  The authors discuss results from a 1983 
study (Barbaree, Marshall, Yates, & Lightfood) that assessed arousal in nonoffending 
participants presented with both consenting and rape cues.  All of the participants were 
assessed before and after consuming beverages, half of which contained alcohol.  Barbaree et 
al. found that participants who had consumed alcohol failed to develop an increase in their 
ability to discriminate between consenting and nonconsenting stimuli, compared to 
participants who had not consumed alcoholic beverages.  According to Barbaree and 
Marshall, “the intoxicated nonoffenders were behaving like rapists we have tested” (1991, p. 
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626).  Similarly, Prentky and Knight (1991) suggest that alcohol may play a disinhibiting role 
among individuals who commit violent offenses.  The authors discuss findings from a variety 
of research studies, which indicate that alcohol consumption may be involved in a significant 
number of offenses (citing, e.g., Ladouceur & Temple, 1985 and Langevin, Paitich, & 
Russon, 1985).  However, the authors point out that despite the high prevalence rates of 
alcohol consumption, research has yet to determine the exact function of alcohol in the 
context of sexual violence and other violent behavior (Prentky & Knight, citing Quinsey, 
1984). 
Summary.  A review of the literature shows that research has examined a plethora of factors 
hypothesized to play a role in increasing an individual’s risk for violence.  Studies have 
considered the effects of various cognitive factors on violent offending behavior.  However, 
only a few studies have investigated the potential role of specific predictor variables on the 
relationship between cognitions and violence.  For example, research suggests the presence 
of aggressive fantasies alone appears to be insufficient to increase the risk of violent behavior 
(e.g., Hall & Hirschman, 1991; Plaud & Bigwood, 1997).  In light of these findings and given 
the fact that a substantial portion of the reported studies were conducted prior to the 1990s, it 
seems appropriate to further examine the potential relationship between violent cognitions 
and offending behavior. 
Current Study.  The purpose of the current study was to investigate the potential associations 
between cognitions and behavior in violent offenders.  In particular, this study focused on the 
effects of factors such as psychopathy, impulsiveness, and empathy with respect to the risk 
for violent behavior among individuals reporting violent cognitions. 
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 Research Questions.  This study examined the nature of the relationship between 
violent cognitions and violent offending behavior.  Specifically, the present research was 
aimed at determining whether violent cognitions may serve as risk factors with respect to 
violent offending.  Furthermore, this study was aimed at investigating which additional 
factors have a predictive function regarding violence in the relationship between violent 
cognitions and behavior by influencing the direction and/or magnitude of the association.  In 
particular, the current research was intended to identify a) which predictors increase the risk 
of violence in the presence of violent fantasies, and b) which predictors have a protective 
function in their effect on this relationship.  Finally, the present study was aimed at 
investigating whether specific risk factors can be utilized in assessing violence risk and 
determining the need for specific interventions.  With respect to sexual offenders, for 
instance, if the presence of certain protective variables serves to reduce the risk for violence, 
it may not be necessary or appropriate to extend sentences to include indeterminate 
commitments to specialized treatment facilities. 
  Hypotheses.  Based on the social-cognitive and motivational framework of this 
research, the following hypotheses were examined: 
1. Violent cognitions are positively related to violent behavior in both patient and 
community participants. 
2. In the presence of violent cognitions, actual violence is positively related to 
 psychopathy, impulsivity, antisocial behavior, and substance abuse. 
3. In the presence of violent cognitions, actual violence is negatively related to being 
female. 
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2. Method 
Participants
 Data for this study were obtained from the MacArthur database created as part of the 
MacArthur Violence Risk Assessment Study (Monahan et al., 2001; Steadman et al., 1998).  
The MacArthur data are part of the most comprehensive risk assessment study to date.  Data 
were collected from a sample of 1,136 participants from three different geographical areas 
within the United States.  Data were also obtained from a comparison group consisting of 
519 participants from the community, as well as from collateral sources and official records.   
Hence, the data analyzed in the present research are raw data obtained from the MacArthur 
sample, described in detail below.  The database has recently become part of the public 
domain and is available at the following internet site: http://macarthur.virginia.edu/ 
(Monahan et al., 2001). 
 Based on such factors as geographical location and patient diversity, participants for 
the MacArthur study were chosen from three sites:  Kansas City, MO; Pittsburgh, PA; and 
Worcester, MA (Monahan et al., 2001).  A total of 12,873 patients were admitted to 
participating psychiatric facilities during the study period.  Among the sample of 1,695 
patients approached by the researchers, 492 (29%) refused to participate, resulting in a final 
sample of 1,136 (Steadman et al., 1998).  All of the patient participants were hospitalized in 
psychiatric facilities at the time of the first assessment.  These facilities were acute inpatient 
psychiatric hospitals, including the Western Psychiatric Institute and Clinic in Pittsburgh, the 
Western Missouri Mental Health Center in Kansas City, and the Worcester State Hospital 
and University of Massachusetts Medical Center in Worcester.   
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 In addition, data for a comparison group were collected from a community sample 
comprised of 519 individuals in Pittsburgh.  Participants in the comparison group were 
chosen based on the comparability of their neighborhoods with that of the patient samples.  
For example, participants from the community were included in the study only if they lived 
at their current address for a minimum of two months and within a census tract comparable to 
that for areas in which patients lived during the first 12 months following their hospital 
discharge (Steadman et al., 1998).  In order to obtain a representative community sample, 
lists of all addresses within the chosen area were generated.  Community participants were 
contacted by phone.  In an attempt to incorporate households with no phones, U.S. Census 
data from 1990 were used to estimate the number of such homes.  This number was 
estimated to be 3.4%, and the researchers obtained that percentage of the community 
interviews by soliciting participants in public areas.  Patients were followed up for 50 weeks 
following discharge from the hospital, and all patient data were collected between 1992 and 
1995 (Steadman et al.).  Data from the Pittsburgh community sample were collected between 
1993 and 1995 (Monahan et al., 2001). 
 Participants in the patient and community samples had to meet a number of inclusion 
criteria.  For example, they were required to be between 18 and 40 years of age, as it was 
determined that violence rates among persons over 40 were significantly lower than those of 
younger participants.  Further, the participants needed to be of Caucasian or African-
American ethnicity (with the exception of the Worcester sample, which also included 
Hispanic participants; Steadman et al., 1998).  Female participants were included in the 
sample because they were found to have violence rates comparable to those of males 
(Monahan et al., 2001).  Other selection criteria included:  1) civil admissions to the 
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psychiatric facilities either as voluntary or involuntary; 2) fluent in English; and 3) “a 
medical record diagnosis of schizophrenia, schizophreniform disorder, schizoaffective 
disorder, depression, dysthymia, mania, brief reactive psychosis, delusional disorder, alcohol 
or other drug abuse or dependence, or a personality disorder” (Steadman et al., 1998, p. 394).  
Furthermore, in order to ensure consistency in the sample distribution, patients were included 
with respect to their age, sex, and ethnicity (Steadman et al.).  Finally, time limits were 
placed on the initial inclusion for the patient sample:  participants were excluded if they were 
hospitalized for more than 21 days before they could be interviewed (Steadman et al.), and 
patients were dropped from the study if they remained hospitalized for more than 145 days 
(Monahan et al., 2001).  The median number of days hospitalized was 9.0 for patients at each 
of the three sites (Steadman et al., 1998). 
 For purposes of the current study, the participants in the MacArthur study provided an 
ideal sample.  Data were available from psychiatric patients as well as from comparable 
community respondents.  Moreover, information was available for patients presenting with 
major mental illnesses, including a variety of Axis I disorders, including substance use 
disorders, and for patients diagnosed with personality and other Axis II disorders.  It could 
reasonably be expected that a proportion of the patient sample were hospitalized as a result of 
self-reported violent thoughts, considering that some were involuntarily committed.  
Similarly, a proportion of the non-patient community sample could be expected to experience 
violent thoughts, independent of a psychiatric diagnosis or mental health treatment history.  
Data Collection 
 Hospital Data Collection.  Initial data from the patient sample were obtained shortly 
after their hospital admission, usually within 4 days (Monahan et al., 2001).  Data collection 
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included two separate interviews, one conducted by a research interviewer to obtain 
demographic and historical information, and a second interview by a research clinician, 
conducted to confirm the patients’ chart diagnoses (Monahan et al.).  Consultant psychiatrists 
at each of the sites would resolve any discrepancies between interview and chart diagnoses.  
In addition to interview information, data were obtained from patients’ charts about 
discharge diagnoses, length of hospital stay, and violence history (Monahan et al.).  
Furthermore, chart information was also obtained from a random sample of 1,000 patients at 
each of the sites.  These patients were eligible but not enrolled in the study and their data 
served to provide information with respect to potential sample biases (Monahan et al.).   
 Postdischarge Data Collection.  During the first 12 months following discharge from 
the hospital, patients were followed up with a maximum of five additional interviews, 
conducted at 10-week intervals (Monahan et al., 2001).  Interviews were tape recorded to 
allow for quality control and clarification, if necessary.  In addition, interviews were 
conducted with specific attention to providing privacy for the interviewees, in an attempt to 
decrease the potential for reporting biases (Monahan et al.).  Overall, at least one follow-up 
interview was conducted for 83.7% of the sample, while all five follow-up interviews could 
be conducted with 49.6% of participants and 44.7% of collateral informants (Monahan et al.). 
 Collateral Information.  During each of the follow-up interviews, patients were asked 
to suggest one person to be interviewed as a collateral.  The collateral sources were required 
to have at least weekly contact with the patient and were interviewed on the same schedule as 
the patient participants (Monahan et al., 2001).  Both patients and collateral informants were 
paid for their participation ($10 per interview; $15 for the final interview).  Collateral 
interviews were conducted with family members, friends, professionals, significant others, 
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and other individuals, such as coworkers (Monahan et al.).  Furthermore, collateral data were 
obtained from arrest reports and rehospitalization records (Steadman et al., 1998). 
 Community Sample.  Participants in the Pittsburgh community sample, as well as their 
collaterals, were only interviewed once.  Both participants and collateral informants were 
asked to provide information about the participants’ behavior during the 10 weeks prior to 
the interview.  In addition, official arrest records were obtained. 
Measures 
 Schedule of Imagined Violence (SIV).  This measure was specifically developed for 
the MacArthur study (Grisso, Davis, Vesselinov, Appelbaum, & Monahan, 2000).  The 
instrument consists of “a structured set of eight questions with coded response categories” 
(Grisso et al., p.390).  Participants needed to answer "yes” to the first question, asking 
whether they have “ever had daydreams or thoughts about physically hurting or injuring 
some other persons” (p.390), in order to continue with the remaining questions of the 
measure.  Subsequent questions are aimed at obtaining information about the nature of the 
reported violent cognitions.  Specifically, the questions inquire about the recency, frequency, 
and chronicity of self-reported violent thoughts, as well as the similarity/diversity in type of 
harm imagined, whether the target is focused or more generalized, whether the seriousness of 
harm changes over time, and the proximity of the individual to the target of his or her violent 
thoughts (Grisso et al.).  This measure was used to classify participants of the patient and the 
community samples with respect to the presence of violent thoughts.  Violent cognitions was 
used as a selection variable in the context of the present research in that only participants 
who reported violent thoughts were included in the analyses.  Hence, participants from either 
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of the samples were included or excluded in the present study, based on their responses on 
the SIV. 
 Barratt Impulsiveness Scale (BIS).  The Barratt Impulsiveness Scale (Barratt, 1994) 
was used to assess impulsivity and lack of planning among participants.  Specifically, the 
scale measures cognitive aspects of impulsiveness (including attention and cognitive 
instability), motor impulsiveness (including motor impulsiveness and perseverance), and 
nonplanning impulsiveness (including self-control and cognitive complexity; Barratt & 
Stanford, 1995).  The measure was studied with incarcerated populations and found to 
differentiate among groups of inmates based on the number of impulse disorders exhibited by 
participants (Barratt & Stanford).  Subscales of the BIS have been adapted for use with civil 
psychiatric patients (Skeem & Mulvey, 2001).  The psychometric properties of the BIS have 
been extensively researched and scores on the instrument were shown to be related to 
aggressive behavior (Grisso, Davis, Vesselinov, Appelbaum, & Monahan, 2000).  For 
instance, Patton, Stanford, and Barratt (1995) found that the BIS is internally consistent in 
measuring impulsiveness among forensic as well as a range of patient populations.  This 
measure provided data about the possible effects of impulsiveness as a predictor variable 
upon the hypothesized relationship between violent thoughts and behavior. 
 Psychopathy Checklist:  Screening Version (PCL:SV).  The PCL:SV (Hart, Cox, & 
Hare, 1995) was developed as a short version of the PCL-R (Hare, 1991).  The psychometric 
properties of the PCL and the PCL-R have been examined by a number of studies, which 
provide evidence in support of a strong association between PCL-R scores and violence 
(Grisso, Davis, Vesselinov, Appelbaum, & Monahan, 2000).  Similarly, the PCL:SV has 
been found to be a strong predictor of violent behavior (Skeem & Mulvey, 2001).  The 
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instrument provides both categorical and dimensional measures of psychopathy (Skeem & 
Mulvey).  Like the PCL-R, the PCL:SV provides information about emotional (Factor 1) and 
behavioral (Factor 2) traits (Skeem & Mulvey).  The PCL:SV was used to provide data about 
the function of psychopathic emotional and behavioral traits upon the proposed association 
between violent cognitions and behavior. 
 Structured Interview for DSM-III-R Personality (SIDP-R).  The presence of 
personality disorders was assessed from hospital records for the patient sample.  In addition, 
the Structured Interview for DSM-III-R was administered to obtain information on Cluster B 
personality disorders, including antisocial, borderline, histrionic, and narcissistic personality 
disorders (Skeem & Mulvey, 2001).  As part of the present research, the SIDP-R was used to 
measure antisocial behavior as a predictor variable.  The instrument provides information 
needed to score respondents’ answers with respect to the DSM criteria for Antisocial 
Personality Disorder (APD).  Although the MacArthur database provides SIDP-R calculated 
variables for the patient sample, the participants’ data were rescored in order to ensure 
consistency with the community sample, for which no calculated variables were provided.  
The original SIDP-R calculated variables provided in the database for the patient sample 
were based on the scoring criteria listed in the DSM-III-R.  For purposes of the current study, 
scoring criteria from the DSM-IV-TR (APA, 2000) were used, as this edition contains the 
latest version of the criteria.  The same DSM-IV-TR criteria were used to score the SIDP-R 
data for the community sample.  For this reason, it was expected that the final subsample of 
patients found to have APD would be somewhat different from the subsample given in the 
database (primarily due to the differences in scoring criteria used).  However, with the 
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exception of only two subjects, the same participants in the rescored patient sample were 
given a diagnosis of APD as provided in the MacArthur database. 
 It is important to note that the Antisocial Personality Disorder (APD) diagnosis for 
the two samples was made conservatively for two reasons:  First, for the community sample, 
data were used only for participants who were not rated as delusional at the time of the 
interview, as determined by the original MacArthur interviewer.  This was to ensure 
Criterion D for the APD diagnosis was met (the criterion states that the presence of antisocial 
behavior must not occur “exclusively during the course of Schizophrenia or a Manic 
Episode,” American Psychiatric Association, 2000, p. 706).  For the patient sample, the 
relevant data for Criterion D were provided in the MacArthur database.  Second, one of the 
SIDP-R variables (“SIDP3:  How many months in the past 5 years have you been without a 
job?”) was excluded from the analyses for both the patient and the community samples.  This 
decision was made because including this question to determine a participant’s status with 
respect to an APD diagnosis would seem to place the patient sample at an unfair 
disadvantage in terms of being more likely to receive a diagnosis of APD.  It is likely that as 
a direct result of their mental illness, many of the patients were disabled to the point of being 
unable to work (i.e., due to psychiatric hospitalizations).  Although this exclusion helps 
prevent overdiagnosing members of the patient sample with APD, it also means that the 
overall occurrence of APD is likely to be somewhat underestimated, especially among the 
community sample. 
Violence Coding 
 Each interview included questions with respect to violent behavior during the 
preceding follow-up period.  When violent behaviors were reported, participants and 
 
42 
collaterals were asked about the frequency of the behavior, as well as the target of the 
behavior and the location where it occurred (Grisso, Davis, Vesselinov, Appelbaum, & 
Monahan, 2000).  The MacArthur study coded aggressive behavior as falling into one of two 
categories:  1) serious acts of violence, including “battery that resulted in physical injury, 
sexual assaults, assaultive acts that involved the use of a weapon, or threats made with a 
weapon in hand,” and 2) “other aggressive acts,” which included acts of battery not resulting 
in injury and not involving weapon threats (Steadman et al., 1998).  For each case of 
aggressive behavior reported by either participants or collateral sources, “only the most 
serious act for each incident was included” (Grisso et al., 2000, p. 390).  The database 
allowed for the additional distinction between serious acts of violence and “other aggressive 
acts” because the researchers used a classification tree approach, according to which 
participants’ responses to a number of classification questions determined the content of 
subsequent questions.  For instance, participants who reported engaging in aggressive 
behaviors were asked more specific questions about the nature of those behaviors.  
Responses to these subsequent questions allowed the researchers to classify the reported 
behaviors as falling into either of the two categories.  Furthermore, participants were 
questioned and their responses coded with respect to the type of violent or aggressive 
behavior reported.  Hence, the database allowed for a distinction between for instance sexual 
(e.g., rape), nonsexual (e.g., battery, weapons threats), and other types of violence. 
 For purposes of the current study, both categories of violence (violence and other 
aggressive acts) were included in the analyses as both include violent acts against persons.  
More specifically, the current study considered criminal acts as violent only if they were 
direct acts against persons.  Criminal acts against property, minor offenses (such as parole 
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violations or traffic infractions), and drug offenses not directly involving violence were 
considered non-violent. 
Statistical Analyses 
Power Analysis
 A power analysis was conducted using Sample Power, a power analysis program 
provided by SPSS.  According to this analysis, given a power of .8, when alpha is set at .05, 
250 participants were needed to be able to find significance with the set of predictor variables 
in the analyses of the present study. 
Outcome Variable 
 The dependent variable examined in this study is an outcome measure of participants’ 
behavior.  As originally proposed, this variable had four levels, determined by the type of 
behavior reported: 1) sexual violence, 2) nonsexual violence, 3) general violence (including 
both sexual and nonsexual acts), and 4) nonviolence.  However, it was necessary to change 
the focus of the present study from sexually violent thoughts and behavior in particular to 
more general violence instead.  This change in focus necessary because the data provided in 
the MacArthur database were not specific enough with respect to the types of violent 
cognitions reported by study participants.  As a result, the outcome variable used in the 
present analyses had two levels:  1) violence and other aggressive acts against persons and 2) 
non-violence. 
 The current study considered information from different sources about participants’ 
behavior with respect to the two levels of the criterion variable.  In particular, the present 
research considered:  a) self-report (i.e., participants’ self-reports of violent incidents during 
the 10-week period prior to being interviewed), b) collateral reports (i.e., collateral reports of 
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violent acts committed by the participant), and c) official records (including arrest reports 
indicating occurrence of violent behavior), to determine outcomes of general and non-
violence.  Data obtained from these sources were reconciled to provide a single score for 
each participant, allowing the classification of each subject with respect to one of the two 
levels of the criterion variable.  In particular, self-reports of violent behavior were used to 
determine the occurrence of violence, whether or not such reports were corroborated by the 
collateral statements or official records.  As indicated in the MacArthur database, when 
reports of violent behavior from different sources were incongruent, they were reconciled by 
requiring that, in the absence of self-reported violent behavior, official records had to 
indicate that a violent act occurred, or, if the violence was reported by a collateral source, one 
of several conditions had to be met.  These conditions included that the collateral person was 
required to have been present for the incident, he or she must have been the victim of the 
incident, or the collateral informant must have been told about the incident by either the 
study participant or the victim of the incident.  This method ensured that the occurrence of 
violent behavior would not be overestimated.  On the other hand, given these specific 
requirements, this approach may have resulted in an underestimation of the actual prevalence 
of violence.  However, the sample was large enough to ensure that effects could nevertheless 
be detected. 
 The current study focused on examining data collected at the first follow-up interview 
for the patient participants.  This allowed a comparison with the community participants, as 
the patient participants were no longer hospitalized and the data collected for both samples 
focused on a period of ten weeks prior to the interview date.  Because the community sample 
was interviewed only once, no meaningful comparison can be made to any additional follow-
 
45 
ups for the patient participants.  Furthermore, the first follow-up interview for the patient 
sample provided the largest collection of data as a number of participants were lost during 
later re-examinations. 
 Predictor Variables 
 A number of cognitive and interpersonal factors were proposed to be related to the 
outcome variable.  Violent fantasies were hypothesized to be associated with violent 
offending.  However, because violent cognitions are common among the general, 
nonoffending public, as well as among offenders, the potential function of specific predictor 
variables on violence risk was investigated.  Research has examined the direct relationships 
between some of these predictor variables and various dependent variables.  In those cases, 
the factors were typically examined as independent variables.  The current study utilized 
logistic regression analysis to look at the potential effects of these predictors.  Factors under 
consideration in the present study included: 1) psychopathy, 2) impulsivity, 3) Antisocial 
Personality Disorder, 4) gender, and 5) substance abuse.  Violent cognitions was used as a 
selection variable to include or exclude participants from the analyses, based on whether they 
reported violent cognitions on the Schedule of Imagined Violence (Grisso, Davis, 
Vesselinov, Appelbaum, & Monahan, 2000). 
 Logistic regression analyses may be used with either qualitative or quantitative 
predictor variables when the dependent variable is dichotomous (Grimm & Yarnold, 1997).  
In the present study, the outcome variable has two levels (violence and other aggressive acts, 
and nonviolence).  Therefore, a logistic regression analysis was used, which allows for the 
examination of multiple relationships between the various predictors and the two levels of 
the criterion variable.  Logistic regression models assume that the relationships between the 
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predictors and outcome variables are nonlinear.  In the present research, the goal of this type 
of statistical analysis was to predict the likelihood that an observation belonged to either of 
the two levels of the criterion.  An advantage of this model was that predicted values can be 
interpreted as probabilities, providing a method to examine the potential value of each of the 
factors under investigation as predictors of the outcome behavior. 
 Specifically, logistic regression analysis was used to investigate whether a positive 
relationship existed between violent fantasies and actual violent behavior, suggesting that 
such fantasies may be a risk factor for violence.  Furthermore, a customized logistic 
regression model was created to examine whether violence risk was affected by various 
predictor variables, assuming a positive relationship between violent cognitions and 
behavior.  In particular, the logistic regression model was used to investigate possible effects 
between each of the predictor variables and violent cognitions.  In addition, the analyses were 
used to investigate the nature of the hypothesized predictor variables, in particular, whether 
there was a positive relationship between some predictors (i.e., risk variables) and violent 
outcomes.  Similarly, the study investigated possible negative relationships between 
predictors and violence.  Such negative relationships would suggest that these predictors 
function as protective factors, which may have implications for violence risk assessments and 
intervention planning. 
 Data Analysis 
Logistic regression can be used to analyze data when the outcome variable is 
dichotomous.  As originally planned, the current study would analyze the data with a 
dependent variable with four levels:  sexual violence, non-sexual violence, general violence, 
and non-violence.  However, as the focus of the study was adjusted, the dichotomous 
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outcome variable changed to incorporate only two levels:  violence and non-violence.  
Violence, in this case, includes all types of violent acts, and does not distinguish between 
sexual, non-sexual, and other types of violence.  One of the primary reasons for this change 
was that only a very small number of the remaining participants in the patient sample and 
none of the participants in the community sample reported having committed any kind of 
sexually violent act; this was consistent with the collateral sources.  Therefore, a more 
specific examination of the data with respect to sexual violence was not feasible. 
With a dependent variable with two levels, a logistic regression analysis was 
conducted for the current study.  The purpose of using logistic regression in this research was 
to predict the likelihood that a study participant would commit violence in the presence of 
self-reported violent cognitions.  In other words, the probabilities specified by the current 
analyses provide probabilities of the dependent variable being positive (i.e., violence 
occurring) given the presence of certain predictor variables. 
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3. Results 
 The sample for the current study was comprised of participants from both the patient 
and the community sample who reported having experienced violent thoughts.  Of the 
original MacArthur patient sample (N = 1,136), a total of 246 participants (21.66 %) reported 
violent thoughts.  In comparison, of the 519 community participants in the MacArthur 
sample, 90 persons (17.34 %) reported violent thoughts (Table 1).  As a result, the total 
sample for the current study included 336 participants.  Table 1 also shows the distribution 
for recent violent thoughts (i.e., those experienced during the 10 weeks prior to data 
collection).  231 patient participants (20.34%) reported experiencing violent thoughts during 
the first follow-up period.  Among the community sample, 63 participants (12.14%) reported 
recent violent thoughts. 
 
 
Table 1.  Violent Thoughts Reported by Patient and Community Samples [n (%)] 
___________________________________________________________________________ 
Sample   Violent    Violent    Violent  
   Thoughts (ever)   Thoughts (recent)  Behaviora 
__________________________________________________________________________________________ 
 
Patient Sample   246 (21.66)   231 (20.34)   153 (62.2)
(N=1,136)          
 
Community Sample   90 (17.34)     63 (12.14)   34 (37.78)
(N=519)        
__________________________________________________________________________________________ 
Note.  Recent violent thoughts are those reported to have occurred during the 10 weeks prior to the interview. 
aThe percentages in this column are with respect to the samples included in the current analyses only (n for 
patient sample = 246; n for community sample = 90). 
 
 
 
 With respect to the rates of actual violence committed by study participants, this 
study found that among those participants of the patient sample who reported violent 
cognitions, 153 individuals (62.2%) committed a violent act during the first follow-up period 
(Table 1).  Among the participants from the community sample who reported violent 
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thoughts, 34 (37.78%) committed a violent act.  For the patient sample, these acts of violence 
included attempted murder/attempted manslaughter; aggravated assault/assault and battery; 
other assault; other violent crimes; unlawful imprisonment/unlawful restraint; 
harassment/verbal assault (e.g., simple assault, terrorist threat, intimidation); other crimes 
against persons (conspiracy, mutiny in a penal institution); and robbery.  The violence rates 
for the community sample are based on self-report and collateral data only, as there were no 
official records of violent incidents for the sample.  The violent behaviors reported for the 
community sample included hitting another person with a fist or an object or beating 
someone up; threatening another person with a lethal weapon; throwing something at 
someone; pushing, grabbing or shoving someone; and slapping; kicking, biting, or choking 
someone.  There was a significant difference between the patient and community samples in 
violent behavior when reporting violent thoughts (χ2 = 15.918; p < .0001), with patient 
participants being significantly more likely to commit violence. 
 Table 2 shows the distributions for race, gender, and age.  Approximately 58% of the 
participants were male and 42% female.  Approximately 40% of the total sample were 
African American, 58% were Caucasian, and 1% was Hispanic.  The full sample of 
participants reporting violent thoughts (n=336) had an average age of 29.5 years.  The 
average age for the patient sample and the community sample separately was 29.2 and 30.42 
years, respectively. 
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Table 2.  Gender, Race, and Age of Participants (%) 
___________________________________________________________________________ 
Sample  Gender   Race       Average age      
               ____________________________________________________________________________ 
Male Female  Af.-Am.  Cauc.  Hisp.  (years) 
__________________________________________________________________________________________ 
 
Full  57.74 42.26  40.18  58.33  1.19  29.51 
(n=336) 
 
Patient  59.76 40.24  36.18  61.79  2.03  29.17 
(n=246) 
 
Community 52.22 47.78  51.11  48.89  0  30.42 
(n=90) 
__________________________________________________________________________________________ 
 
 
Table 3 shows the results for the predictor variables entered into the logistic 
regression analysis and their respective significance.  For the 336 participants who reported 
violent thoughts, the PCL:SV was found to be the most significant variable in predicting 
violent behavior (B=.091; Wald=11.325; p=.001).  Specifically, the higher a participant’s 
total score on the PCL:SV, the greater was the likelihood of the individual engaging in an act 
of violence in the presence of violent cognitions.  Substance abuse was the second most 
significant variable (B=-.776; Wald=6.051; p=.014).  According to the results, if a participant 
abused substances, his or her probability of committing violent acts in the presence of violent 
cognitions was decreased.  Finally, gender was another significant variable (B=.522; Wald = 
3.89; p=.049), indicating that a male gender increased the likelihood of violence in the 
presence of self-reported violent thoughts.  Total scores on the Barratt Impulsiveness Scale, 
and a diagnosis of Antisocial Personality Disorder were not found to be significant (p=.325 
and .127, respectively).  Also, sample membership (whether a participant was a member of 
the patient or the community sample) was not a significant variable in predicting violent 
behavior in the presence of violent cognitions (p=.130). 
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Table 3.  Predictor Variables in the Equation 
___________________________________________________________________________ 
Sample  B  Wald   df  Sig.  Exp(B)  
__________________________________________________________________________________________ 
 
Gender   .522  3.890    1  .049  1.686 
  
BIS   .008  0.969    1  .325  1.008 
  
APD   -.462  2.333    1  .127  0.630 
  
SUBABUSE  -.776  6.051    1  .014  0.460 
  
PCL   .091  11.325    1  .001  1.095 
  
Sample   .446  2.288    1  .130  1.562  
__________________________________________________________________________________________ 
Note.  BIS = total score on the Barratt Impulsiveness Scale; APD = diagnosis of Antisocial Personality 
Disorder; SUBABUSE = reported substance abuse; PCL = total score on the PCL:SV; Sample = membership in 
patient sample or community sample. 
 
 
 
 The overall model was significant according to the model chi-square statistic (χ2 = 
51.84; df=6; p < .0001).  The model correctly predicted 72.2 % of the participants who ended 
up committing violent acts, as well as 60.6% of those participants who did not commit 
violent acts.  Overall, the model predicted 67% of the responses correctly. 
 When logistic regression analyses were run separately for the two samples, results 
indicated that for the patient sample, total score on the PCL:SV remained the most significant 
variable (B=.079; Wald=6.738; p=.009).  Both substance abuse (B=-.677; Wald=3.538; 
p=.060) and a diagnosis of Antisocial Personality Disorder (B=-.625; Wald=3.045; p=.081) 
approached significance.  As was the case for the combined analyses for both samples, the 
results indicated a negative relationship between substance abuse and risk of violence for 
participants reporting violent thoughts.  The relationship between a diagnosis of Antisocial 
Personality Disorder and violence for the patient sample was also found to be negative, 
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indicating a decrease in the probability of committing violence for patients diagnosed with 
this Axis II disorder.   
 With respect to the results for the community sample, total scores on the PCL:SV also 
remained the most significant variable (B=.149; Wald=5.870; p=.015).  Being male was 
found to be a marginally significant predictor of violence in the presence of violent 
cognitions (B=.995; Wald=3.779; p=.052).  Similarly, substance abuse approached 
significance, although for the community sample it was also negatively related to violence 
risk (B=-1.197; Wald=2.800; p=.094).   
 Logistic regression analyses were also run for only those participants who reported 
experiencing violent thoughts during the 10 weeks prior to the interview date.  A total of 231 
of the patient participants reported recent violent thoughts (20.34% of the original sample of 
1,136).  Among the community participants, 63 individuals (12.14% of the original sample of 
519) reported recent violent thoughts.  For this sample of 294 participants with recent violent 
thoughts, the overall results of the analyses were significant only for the PCL:SV (B=.100; 
Wald = 11.214; p=.001).  Substance abuse approached significance, again indicating a 
negative relationship with violence (B=-.586; Wald=3.021; p=.082).  The overall model was 
significant according to the model chi-square statistic (χ2 = 48.61; df=6; p < .0001).  The 
model correctly predicted 75.6 % of the participants who ended up committing violent acts, 
as well as 53.8% of those participants who did not commit violent acts.  Overall, the model 
predicted 66.4% of the responses correctly. 
 Table 4 shows the distribution of Axis I diagnoses among the patient sample.  
Substance Use Disorders were the most common diagnoses found on Axis I.  A total of 241 
(97.97%) of the 246 participants among the patient sample reporting violent cognitions were 
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diagnosed with a Substance Use Disorder.  The second most common Axis I diagnosis were 
Mood Disorders, with 125 participants (50.81%) receiving such a diagnosis.  Some 63 
participants (25.61%) received a diagnosis of Psychotic Disorder, and 31 (12.6%) were 
diagnosed with an Anxiety Disorder.  Finally, 48 participants (19.51%) were diagnosed with 
an Adjustment Disorder, and 10 participants (4.07%) were diagnosed with other Axis I 
disorders, including Dissociative Disorders, Factitious Disorder, Intermittent Explosive 
Disorder, Attention Deficit Hyperactivity Disorder, and Bulimia Nervosa.  No information 
for Axis I was provided for 4 participants (1.63%). 
 
Table 4.  Distribution of Axis I Discharge Diagnoses for Patient Sample Reporting Violent 
Cognitions (n=246) [n (%)] 
________________________________________________________________________________________________________________ 
Disorder    Dx 1a  Dx 2  Dx 3  Dx 4  Dx 5  Totalb 
________________________________________________________________________________________________________________ 
Mood    100 (40.65) 18 (7.32)  5 (2.03)  2 (0.81)  0  125 (50.81) 
 
Psychotic    44 (17.87) 6 (2.44)  5 (2.03)  7 (2.85)  1 (0.41)   63 (25.61) 
 
Anxiety    12 (4.88) 13 (5.29)  3 (1.22)  2 (0.81)  1 (0.41)   31 (12.6) 
 
Substance    44 (17.87) 115 (46.75) 66 (26.83)  16 (6.50)  0  241 (97.97) 
Use 
 
Adjustment   39 (15.85) 8 (3.25)  1 (0.41)  0  0  48 (19.51) 
 
Other     2 (0.81)c 5 (2.03)d  3 (1.22)e  0  0  10 (4.07) 
  
 
No     5 (2.03)  81 (32.93)  163 (78.46) 219 (89.02) 244 (99.19) 4 (1.63)f
information           
________________________________________________________________________________________________________________ 
Note.  a Most patients were given multiple Axis I diagnoses. 
bThe total adds to more than 100% as most participants were given at least 2 diagnoses on Axis I. 
c This category includes the following diagnoses:  Dissociative Identity Disorder; Intermittent Explosive Disorder. 
d This category includes the following diagnoses:  Factitious Disorder; Dissociative Disorder; Intermittent Explosive Disorder; Attention 
Deficit Hyperactivity Disorder; Bulimia Nervosa. 
eADHD; Dissociative disorder 
f For 4 participants, information about an Axis I diagnosis was not available. 
 
 
 
Table 5 shows the distribution of Axis II diagnoses among the patient sample.  Cluster B 
personality disorders were the most common diagnosis given, with 108 (43.9%) of the 
sample participants receiving such a diagnosis.  12 participants received a Cluster C 
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diagnosis, and 5 participants were given a Cluster A diagnosis (4.88 and 2.03%, 
respectively).  A total of 36 participants (14.63%) were diagnosed with Personality Disorder 
NOS or with Passive-Aggressive Personality Disorder, as this category was still listed in the 
version of the DSM (DSM-III-R) used at the time of data collection. 
 
Table 5.  Distribution of Axis II Discharge Diagnoses for Patient Sample Reporting Violent 
Cognitions (n=246) [n (%)] 
______________________________________________________________________ 
Disorder   Dx 1  Dx 2  Dx 3d  Total 
______________________________________________________________________ 
Cluster A   2 (0.81)  3 (1.22)  0  5 (2.03) 
  
Cluster B   85 (34.55) 18 (7.32) 5 (2.03)   108 (43.90) 
 
Cluster C   4 (1.63)  5 (2.03)  3 (1.22)   12 (4.88) 
 
PD NOS (incl.   34 (13.82) 2 (0.81)  0  36 (14.63) 
Passive-Agg. PD) 
 
MMR    3 (1.22)  0 (0)  0  3 (1.22) 
 
Other    1 (0.41)b 1 (0.41 )b 0  2 (0.81) 
 
No diagnosis/   116 (47.16) 217 (88.21) 238 (96.75) 113 (45.94)c 
deferred 
______________________________________________________________________ 
Note.  aThe total adds to more than 100% as most participants were given 2 diagnoses on Axis II. 
bThis category includes the following diagnosis:  Attention Deficit Hyperactivity Disorder. 
c113 participants had no diagnosis specified on Axis II (this includes the following categories: no diagnosis 
given; no information available; and diagnosis deferred). 
dAlthough data were provided for a 4th and 5th diagnosis on Axis II, none of the patient participants in the 
current study had any diagnoses listed in these columns. 
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4. Discussion 
 The present study was conducted to examine the potential effects of a number of 
predictor variables on the relationship between imagined violence and actual violent 
behavior.  The original aim of this study was to investigate predictors linking violent sexual 
thoughts to actual sexual violence.  However, in examining the available MacArthur 
database, it became clear that despite the very large sample size, only a small number of 
patient participants had committed any sexual violence during one or more of the follow-up 
periods, as indicated by self-report or collateral information.  Moreover, none of the 
participants in the community sample reported any sexual violence.  Similarly, the arrest 
records for the community participants did not indicate any arrests for crimes of a sexual 
nature, and the collateral reports did not reflect any such incidents.  Another problem with 
the original aim of the study was that the MacArthur researchers investigated various aspects 
of violent cognitions with respect to delusional thought content only (i.e., whether the nature 
of an individual’s thoughts was delusional in content prior to committing a violent act).  As 
such, the available variables did not allow a closer examination of sexually violent thoughts 
in particular.  Therefore, the scope of the study was expanded to include all violent 
cognitions and violent crimes. 
 Furthermore, several of the original predictor variables were eliminated from the 
analyses.  These variables included empathy, cognitive distortions, interpersonal attitudes, 
and sexual deviance.  For some of these variables, the primary reason for exclusion was the 
difficulty in finding measures that could provide adequate data for the analyses.  Because this 
study was done with an existing database, it was not possible to add any additional measures 
to collect more specific data from the participants.  As an example, empathy was included as 
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a predictor in the original proposal, as it was believed to be an important concept in the 
examination of the relationship between violent thoughts and behavior.  However, it became 
clear that no specific measure was administered to the original patient and community 
samples to obtain data about empathy.  Upon a more detailed examination of the available 
data, it was found that information provided by the PCL:SV (Hart, Cox, & Hare, 1995) and 
the Novaco Anger Scale (NAS; Novaco, 1994) about empathy was not specific enough to 
allow statistical analyses with respect to this variable. 
 Furthermore, as part of the original design of this study, interpersonal attitudes was 
considered an important construct to examine in the context of violent cognitions and violent 
behavior.  The measure that was to be used to study this construct was the Interpersonal 
Relations Scale (IRS; Shadish, 1986).   However, the MacArthur researchers administered 
the IRS to the patient participants only.  Hence, no data on this variable were available for 
the community sample, and no meaningful comparison could be made between the two 
samples.   
 Sexual deviance was eliminated as a predictor variable because it overlapped with 
two other predictor variables:  psychopathy and antisocial behavior.  In addition, as noted 
earlier, the sample of patient participants reporting sexually deviant behavior was very small, 
and was non-existent for the community participants.  Moreover, the construct was no longer 
of immediate interest as the focus of the final study moved toward general violence.   
 Finally, cognitive distortions as a predictor variable was removed from the study 
because the construct was found to overlap too much with the selection variable, violent 
cognitions, in the analyses.  One of the primary difficulties concerned the measures that were 
originally intended to be used for this variable, the Novaco Anger Scale (NAS, Novaco, 
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1994) and the Schedule of Imagined Violence (SIV; Grisso, Davis, Vesselinov, Appelbaum, 
& Monahan, 2000).  Although the NAS is very effective in measuring different aspects of 
anger, including characteristics related to cognitions and arousal, the cognitive aspects 
captured by the instrument are very closely tied to the construct of anger and do not allow a 
broader examination of data relevant to cognitive distortions that may be involved in violent 
fantasies.  Furthermore, using the Schedule of Imagined Violence as the only measure was 
insufficient, as it does not provide enough information to reliably identify cognitive 
distortions.  In addition, the SIV was used as the primary measure to classify participants 
with respect to violent cognitions.  The remaining predictor variables – psychopathy, 
impulsivity, gender, substance abuse, and Antisocial Personality Disorder – were included in 
the analyses as originally proposed. 
 The present study yielded some important and also unexpected results.  As predicted, 
the results illuminate the link between some of the variables under examination and the 
connection between violent thoughts and behavior.  More specifically, in the presence of 
violent cognitions, some of these variables could improve the likelihood of predicting 
subsequent violence.  In particular, the results showed that being male increased participants’ 
likelihood of committing violence in the presence of violent thoughts.  Furthermore, it was 
found that the higher a participant’s score on the PCL:SV, the more likely he or she was to 
commit violence in the presence of violent cognitions.  One of the most unexpected findings 
was that substance abuse was negatively related to violence risk, indicating that those 
participants who were substance abusers were actually less likely to commit violence in the 
presence of violent cognitions.  One possible explanation for this finding could be that 
participants under the influence were simply too intoxicated to act upon their violent 
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thoughts.  However, a more likely explanation may lie in the fact that nearly all of the 
participants in the patient sample (approximately 98%) were given an Axis I diagnosis of a 
substance use disorder.  A more restricted diagnosis of substance abuse1 was used as a 
predictor in the current study, and the rates of substance abuse for the two samples were 
within a reasonable range with approximately 28% of the patient participants and 
approximately 14% of the community participants receiving such a diagnosis.  Nevertheless, 
the negative relationship between substance abuse as a predictor and violent behavior as an 
outcome measure may be in part attributable to the extremely high rate of substance use 
diagnoses for the patients.  There was likely little meaningful variability on this dimension, 
which may have limited its effectiveness as a predictor. 
 Another unexpected finding was that impulsiveness, as measured by total scores on 
the Barratt Impulsiveness Scale (BIS; Barratt, 1994), had no significant effect upon the 
relationship between violent cognitions and the outcome variable.  This finding was not 
consistent with some of the research discussed in the literature review.  One possible 
explanation for this result could involve the particular sample characteristics of the patient 
and community samples in the present study.  It would be interesting to conduct further 
studies to investigate more closely the role of impulsiveness in the relationship between 
violent thoughts and behavior. 
 Another unexpected result was that a diagnosis of Antisocial Personality Disorder 
was not a significant predictor of the outcome variable.  It is possible that there was some 
overlap between the violence concepts measured by the Antisocial Personality Disorder 
                                                 
1 Using scores from the Michigan Alcoholism Screening Test (MAST) and the Drug Abuse Screening Test 
(DAST) as reported by Steadman et al. (1998) was considered to examine if different criteria to define 
substance abuse would affect the direction of the relationship with subsequent violence.  However the 
MAST/DAST data were not available as part of the existing MacArthur database. 
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diagnosis on the one hand and the scores on the PCL:SV on the other.  Again, further 
research might provide some information to resolve remaining questions regarding this 
relationship. 
 The test for mean differences in violence rates between the two samples showed that, 
in the presence of violent cognitions, the patient sample had a significantly higher rate of 
violence than the community sample.  This finding was consistent with the results reported in 
Monahan et al. (2001), and suggested an association between psychiatric illness and 
increased risk for violence when patients report the presence of violent cognitions.  One 
possible explanation for this finding is that patients had a somewhat higher rate of Antisocial 
Personality Disorder than participants from the community sample.  It is possible that a large 
number of patients were hospitalized as a result of their violent behavior, which may have 
continued upon their discharge into the community.  Another possibility is that for some 
patients, inhibitions may have been decreased as a result of their mental illness.  Although 
the relationship between substance abuse and violence was found to be negative in the 
present study, the reason behind this finding was not clear.  Given that nearly all of the 
patient participants were diagnosed with a substance use disorder, it may be possible that 
their drug use decreased patients’ inhibitions with respect to committing violence when they 
experienced violent thoughts.  Although beyond the scope of the present study, further 
investigation may help determine the exact reason behind this finding. 
 An interesting finding regarding the types of violence committed by study 
participants was the absence of evidence from official records for any violence among the 
community sample.  The only evidence of violence for participants from the community 
came from self-reports and from collateral informants.  The types of violence reported are 
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very similar to those self-reported by participants from the patient sample, but it appears that 
community participants were much less likely to be arrested for their violent behavior.  One 
possible explanation for this may be that patient participants had significantly more 
supervision provided by therapists, social workers, family members, and others involved in 
their care following the patients’ psychiatric hospitalization.  It is possible that patients were 
more likely to report or acknowledge violent behavior as part of their post-hospitalization 
interventions, and that such self-reports were relayed to law enforcement officials.  Further 
research could provide valuable information regarding the differences in violence rates as 
evident from official records between the patient and the community sample. 
 Another interesting finding was that for the patient sample there was no evidence of 
any violent sexual crimes committed while in the community, according to the official arrest 
records.  The only evidence of such violence came from patient self-reports and from 
collateral reports.  With respect to the community sample, there was no evidence of any 
violent sexual acts, as indicated by self-reports, collateral reports, or official records. 
 One of the greatest advantages of the current sample is its large size.  The original 
MacArthur sample, including both the patient and the community sample, included 1,655 
participants.  As a result, data for 336 participants who reported violent thoughts were 
available for the present study.  Another important advantage of the current sample involved 
the multiple sites (Worcester, MA, Pittsburgh, PA, and Kansas City, KS) used for data 
collection.  Access to data from participants at all three sites allowed a much greater 
geographical diversity in sampling than is typically seen in violence research.  The sheer 
volume of data available for such a large number of participants from both the community 
and the psychiatric patient populations provided remarkable opportunities to examine various 
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aspects of violence and related cognitions.  Furthermore, one of the greatest advantages of 
the current sample was the availability of data from different sources. Separate databases 
were available with information collected from participants, collateral informants, and 
official records.  Although analyses for the present study were limited to one follow-up 
period for the patient sample to allow comparisons with the community sample, the patient 
databases contain additional data from in-hospital clinical and research interviews, a baseline 
interview immediately following discharge, and data from four subsequent follow-ups.  
Unfortunately, the community sample data are limited to only one interview, reflecting 
participant data from the 10 weeks prior to the interview date.  If resources had allowed the 
inclusion of follow-up interviews for the community sample, much more extensive 
comparisons between the patient and the community participants could have been made.  
Nevertheless, the available data for the community sample were quite extensive and provided 
considerable information for comparison with the patient sample following discharge into the 
community. 
 One of the main disadvantages of the current sample was that the data, although very 
extensive, were limited to those contained in the database.  The present study had to be 
modified from the way it was originally proposed after it became clear that some of the 
measures did not provide sufficiently specific data to examine certain aspects of the violent 
cognitions-to-behavior relationship.  If further data specifically tailored to the current study 
had been collected, they could have included additional measures to obtain the data necessary 
for the analyses that were originally proposed, including specific analyses with regard to 
violent sexual cognitions and sexually violent behavior.  In working with the data from an 
existing database, the possibilities were limited to some extent by the measures included in 
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the original research.  However, even if additional data could have been collected specifically 
for this study, the resulting database would certainly not have been comparable to the 
MacArthur data in its scope. 
 The participants included in the present study were a subsample of the patient and 
community participants from the original MacArthur study, including only those individuals 
who reported violent cognitions.  It was beyond the scope of the current study to compare 
this subsample to the remainder of the MacArthur sample.  However, it would be interesting 
for future research to conduct comparisons between the two samples, investigating, for 
example, whether the predictors found to be significant in the present study may provide 
important information with respect to violence rates for the entire MacArthur sample.  For 
instance, the original MacArthur researchers included female participants because their 
violence rates were comparable to those of males (Monahan et al., 2001).  However, the 
current study found female gender to be a protective factor with respect to violent behavior in 
the presence of violent cognitions.  Future research comparing the current subsample to the 
full MacArthur sample may clarify whether this protective function of gender would hold for 
all participants or if there may be an interaction between gender and violent cognitions when 
the outcome variable is violent offending behavior.   
 There are some limits to the comparability of the patient and the community samples 
included in the present study.  Although participants from the patient sample were obtained 
from three different sites, the participants from the community sample came from only one 
site (Pittsburgh, PA).  The fact that the community sample was added later, as well as 
financial considerations, are likely reasons for the limited community data.  Although having 
data from identical patient and community sites would have eliminated any need for concerns 
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about potential differences between samples, it seems unlikely that the participants differed 
considerably between sites with respect to violent cognitions and behavior.  Hence, it seems 
reasonable to assume comparable rates of self-reported violence and actual violence between 
the actual community participants from Pittsburgh, and any individuals who may have 
participated from the other two patient sites (Worcester, MA and Kansas City, KS). 
 Another potential sample limitation concerns violence rates.  It is possible that 
violence rates for the patient sample may have been affected by the choice of the patient 
follow-up period from which data were used.  More specifically, because data were chosen 
from the first follow-up period after discharge from psychiatric hospitalization, violence rates 
among patients may have been higher than at other times.  Monahan et al. (2001) discuss the 
increased rates of violence among patients, noting that violence rates for patients post-
discharge were highest during the first 20 weeks after release into the community.  With 
respect to the current study, these conditions decrease the generalizability of the findings to 
the general population.  However, overall generalizability was improved by adding data from 
the community sample to the analyses.  Moreover, although the findings of the present study 
may to some extent be limited in their generalizability beyond clinical samples, they have 
some important implications for clinicians dealing with patients who have experienced recent 
hospitalizations.  Overall, with respect to the present study, the data provide an accurate 
reflection of some of the relationships between violent thoughts and actual violence in 
patients who were recently released from inpatient psychiatric treatment.  It would be 
interesting to further investigate the reason for the increased rates of violence for patients 
immediately post-discharge; however, this was beyond the scope of the present study. 
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 Although rates of over- or underreporting of violence may have been comparable 
between the two samples and thus not affected the results of the analyses comparing the two, 
the overall results of this study may have been affected by the accuracy of self-report rates of 
violence.  As discussed in the literature review, research suggests that the accuracy of self-
reports of violence is not entirely clear at present.  It appears that some study participants are 
likely to over- or underreport violence, especially sexual violence. However, until there are 
measures that can reliably gather self-report data while eliminating over-and underreporting, 
researchers will have to work around this problem, relying for the most part on other means 
to ensure reporting accuracy (such as guaranteeing anonymity or protection from 
prosecution).  Given that such measures were taken as part of the original MacArthur 
research, the data used for the present study may be assumed to be reasonably accurate with 
respect to self-reported violence rates. 
 One of the primary aims of this study was to identify variables that may help 
distinguish violent from non-violent individuals among those reporting violent thoughts.  The 
analyses indicated that several of the predictors included in the study were associated with an 
increased probability of violence in those individuals reporting violent cognitions.  
Considering the predictor variables included in the present study, scores on the PCL:SV and 
an individual’s gender can help improve prediction of violent behavior in the presence of 
self-reported violent thoughts.  As the results indicated, the relationship between substance 
abuse and violent behavior in patients reporting violent cognitions requires further 
examination, as the present results suggested a negative relationship between the variables.  
Overall, the findings have implications for clinicians in that it appears it would be helpful to 
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include the PCL:SV and a substance abuse measure as routine screens for patients reporting 
violent cognitions. 
 Another implication of the current findings is that, compared to males, females 
reporting violent thoughts appear to be at a decreased risk of engaging in actual violent 
behavior.  This information may help clinicians and other professionals in their decisions 
regarding appropriate interventions for clients reporting violent cognitions.  Such 
interventions can include treatment decisions as well as considerations regarding convicted 
offenders for whom follow-up interventions need to be specified.  As discussed above, it was 
not possible to examine the role of empathy in the relationship between violent fantasies and 
behavior, given the available data in the MacArthur database.  However, further research on 
this variable may have important implications for treatment and other interventions for 
individuals reporting violent cognitions, as empathy may have protective factors with respect 
to violent offending. 
 The original aim of this study, examining the nature of the relationship between 
violent sexual thoughts and actual sexual violence, could not be investigated as originally 
proposed using the data provided in the MacArthur Violence Risk Assessment database.  For 
future research, it would be invaluable to know more about the specific content of the violent 
thoughts reported by participants in the MacArthur study.  More specifically, it would be 
helpful to know a) which of the participants reporting violent thoughts experienced sexually 
violent cognitions in particular, as opposed to cognitions of a more generally violent nature, 
and b) whether those participants who committed violent sexual offenses indeed imagined 
their crimes before committing them.  This is true for other crimes as well, as the database 
did not provide this type of information for any of the offenses committed by participants.  
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Instead, the database provides only information gained by using the Schedule of Imagined 
Violence (SIV), which allows investigators to determine whether participants experienced 
violent thoughts, without providing more detailed information about the content of those 
thoughts.  Although the original MacArthur researchers conducted more specific inquiries 
with those participants who reported violent cognitions, those additional inquiries were 
focused only on potentially delusional thoughts and the specific contents of delusions, if 
present.  If the SIV could have been expanded to incorporate more detailed questions about 
thought content, or, alternatively, if another measure could have been added to the already 
extensive list of interview measures of the original MacArthur study, it may have been 
possible to conduct a study investigating predictors linking violent sexual fantasies and 
sexual violence. 
 Although beyond the scope of the current study, it may also be interesting to 
investigate whether there are any differences among participants who reported violent 
thoughts at only one follow-up point versus those who reported such thoughts during several 
or all of the follow-up interviews.  For instance, it would be interesting to examine whether 
there may be a correlation between frequency or consistency of participants’ reports of 
violent thoughts and actual committing of violence.  Future research could also be focused on 
a more detailed examination of the differences in violence rates between the patient and the 
community sample.  The present study found a significant difference between violence rates 
for these two samples.  However, the reasons behind this discrepancy are not evident given 
the current data.  Additional research could also investigate different aspects of cognitions 
and behaviors that may be related to self-reported violent fantasies and actual violent 
behaviors. 
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 A review of the literature revealed that relatively little research has been conducted in 
the area of violent sexual fantasies and other violent cognitions.  The results of the present 
study suggest some important implications with respect to several of the predictors included 
in the analyses.  Variables such as the PCL:SV, gender, and a history of substance abuse, for 
instance, were found to play an important role in the translation of violent thoughts into 
actual violent behavior.  An important goal of future research should be to further investigate 
the role of violent fantasies in relation to actual violence.  Specifically, studies are needed to 
examine whether such cognitions may in fact be a planning tool for subsequent violence.  
Future research could investigate whether violent fantasies may serve as a motivator for 
actual behavior, possibly functioning as a stepping tool in cognitive rehearsals preceding 
actual violence.  On the other hand, studies may also find that such fantasies may be of a 
more general nature, suggesting that individuals do not generally imagine a specific violent 
act.  This would in turn suggest that violent fantasies may actually serve to satisfy notions of 
violence in some individuals without the need to engage in actual violent behavior.  The 
findings of the present study also suggest the need for further research to clarify the nature of 
the relationship between some predictors and violent behavior.  Future studies could provide 
important information about the role of violent thoughts within the context of violence 
research, both with respect to improving a conceptual understanding, and with regard to the 
implications for clinicians, legal professionals, and others involved in making intervention 
decisions for individuals reporting violent cognitions. 
 In conclusion, the present study revealed some interesting and some very unexpected 
findings.  This research supports other studies suggesting that psychopathy is a robust 
predictor of violence.  In this study it was found to be one of the strongest indicators of 
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violence among participants who reported violent cognitions.  The fact that the results 
indicated substance abuse and a diagnosis of Antisocial Personality Disorder to be negatively 
related to violence suggests that more research is needed to clarify the relationships between 
these variables.  Generalizability of the results to the general population is somewhat limited.  
However, the available data were more comprehensive than any data that could have been 
collected for the purpose of this study alone, and hence provided the best possible dataset 
with which this research could be done.  Research expanding on the current findings may be 
able to address some of the remaining questions and further increase our understanding of the 
complex relationships between violent cognitions and violent behavior. 
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Appendix C:  Barratt Impulsiveness Scale 
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Appendix D:  Drug and Alcohol Use Screen 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
84 
Appendix E:  Structured Interview for DSM-III-R Personality 
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Appendix F:  Psychopathy Checklist:  Screening Version 
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